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PROBLEMS OF BILIARY TRACT SURGERY 


I. S. RAVDIN, M.D.* 
PHILADELPHIA 


The recent developments in thoracic and 
cardiac surgery and in surgery of the vas- 
cular and sympathetic nervous systems have 
given new hope to sufferers from a wide 
variety of previously irremediable disorders. 
It is fortunate that, while these new fields 
of surgery were being developed, a sustained 
interest has been maintained in the older 
fields of gastro-intestinal and biliary tract 
surgery. The surgical problems of these sys- 
tems are not yet solved, and in certain of 
them only a beginning has been made. I shall 
confine my remarks this evening to the liver 
and the extrahepatic biliary passages, for 
disease of this system is a frequent cause 
of hospitalization, and, all too often, of 


death. 
The Liver and Its Functions 


The liver is the largest single organ of the 
body. It has two blood supplies—the arterial, 
supplying approximately 20 per cent of the 
blood coming to the liver, and the venous, 
accounting for the remaining 80 per cent. 
Death occurs when either of these vascular 
supplies to the liver is suddenly terminated. 
Death also occurs following total hepatec- 
tomy, whether this occurs in the anatomic 
sense or the physiologic sense. No other im- 
portant organ, however, possesses the same 
ability to restore itself histologically and 
functionally following severe disease or in- 
jury. It is all the more remarkable that 
anatomic and functional restoration fre- 
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quently takes place under circumstances 
which are far from ideal. 

The known functions of the liver are 
manifold, and as our knowledge of inter- 
mediary metabolism increases our respect 
for this organ must become deeper, for no 
other organ has such a diversity of func- 
tions. I shall not attempt to review them, 
for they range from food utilization and 
storage to the synthesis of a variety of ma- 
terials which play an important role in di- 
gestion, in coagulation, in tissue regenera- 
tion, and in homeostasis. 

It is now agreed by nearly all workers 
interested in the liver that it can be pro- 
tected against many noxious agents by an 
adequate diet, and that restoration of nor- 
mal function following impairment can be 
greatly facilitated by a diet containing large 
amounts of carbohydrate and protein and a 
minimum of fat. 

Within recent years important advances 
have been made in developing tests of spe- 
cific functions of the liver, but in many in- 
stances the extent of the functional impair- 
ment cannot be estimated until numerous 
tests have been made. The most sensitive 
indicator of impaired hepatic function is the 
change which takes place in bile salt syn- 
thesis, but as yet we cannot make use of this 
test in the patient who does not have a tube 
in the common bile duct. We can, however, 
determine serious hepatic dysfunction, for 
this nearly always produces hypopro- 
thrombinemia; and when the administration 
of vitamin K fails to result in a normal or 
nearly normal prothrombin time, we may 
conclude that the liver is on the verge of 
general incompetency. 








bo 


Anatomic Variations in the Extrahepatic 
Bile Passages 


In the attempt to prepare our graduates 
better to utilize the expanding knowledge 
of normal and abnormal function, we as clin- 
ical teachers have placed less and less em- 
phasis on the foundation stones upon which 
surgery was founded. In order to apply 
successfully the results of physiologic and 
biochemical investigations to the problems 
of his patient, the embryo practitioner must 
become thoroughly grounded in these sci- 
ences. A continuing intimate knowledge of 
anatomy and pathology is, however, all the 
more necessary in the training of the mod- 
ern surgeon; for not only must he recognize 
the character of gross changes in tissues, 
but he must be familiar with the variations 
from the normal anatomic arrangement 
which so frequently occur in man. 

The most accomplished abdominal surgeon 
will at times injure the common or right 
hepatic duct; the inexperienced or careless 
operator will do this far too often. Adequate 
exposure, knowledge of the general types of 
ductal abnormalities, and visualization, by 
careful dissection, of the cystic duct and 
of any accessory or abnormally placed ducts 
are necessary if subsequent calamities are 
to be kept to a minimum. Strictures of the 
bile passages may result from infection, but 
this occurrence is rare. They are more often 
the result of clamping and dividing ducts 
which have not been carefully identified. 

Injuries to the vascular supply may not 
in themselves be serious unless the main 
hepatic artery is ligated, but an effort to 
control hemorrhage caused by unrecognized 
vascular abnormalities may result in serious 
damage to the major ductal system. 


Diagnosis of Biliary Tract Disease 


The diagnosis of uncomplicated gallstone 
disease is, as a rule, not difficult. A history 
of indigestion, flatulence, discomfort in the 
upper abdomen after eating, and intolerance 
to fatty foods, especially when all or some 
of these symptoms are associated with noc- 
turnal attacks of upper abdominal pain, is 
sufficient for the presumptive diagnosis of 
gallstone disease, regardless of the report 
on the cholecystographic study or the results 
of transduodenal gallbladder drainage. 

The great value of a cholecystogram posi- 
tive for calculi is the effect it has in con- 
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vincing the patient that stones are present 
and that an operation is necessary. The find- 
ing of a fine golden pigment and cholesterol 
crystals in the sediment of a well centri- 
fuged specimen of gallbladder bile is, in my 
opinion, the best laboratory indication of the 
presence of calculi. 

The differential diagnosis of jaundice, 
however, is not always easy. A history sug- 
gestive of biliary calculous disease must not 
be taken as more than presumptive evidence 
that a stone obstructs the common bile duct. 
The increasing frequency of infectious he- 
patitis and of homologous serum jaundice 
often adds to our diagnostic difficulties. The 
surgeon is too apt to look upon jaundice 
which persists for more than two weeks as 
an indication for surgery, and the internist, 
aware of the increased incidence of non- 
surgical jaundice, may overlook the fact that 
obstruction by a stone can occur without 
significant pain or cholangitis. 

It is in the borderline cases that carefully 
performed tests to determine the degree of 
hepatocellular injury are of considerable 
value. Even when such tests are skilfully 
performed, however, the results must be 
considered together with the clinica] history 
and the clinical course of the disease. Phos- 
phatase determinations, cephalin flocculation 
and thymol turbidity tests are useful and 
helpful, but are in themselves not absolutely 
indicative of the degree of hepatic paren- 
chymal injury. Too great reliance must not 
be placed upon any. single test. It is in the 
aggregate that liver function tests become 
diagnostic. 

We have long considered that it was dan- 
gerous to administer sodium tetraiodophe- 
nolphthalein or its isomer for cholecysto- 
graphic study in the presence of jaundice, 
for if the dye should be forced into the pan- 
creatic ducts by a stone impacted in the 
lower end of the common duct an acute pan- 
creatitis might result. Recent studies by 
Howard”) show that Priodax, a new agent 
for cholecystographic study, does not cause 
pancreatic inflammation. We have repeat- 
edly used this agent for cholecystographic 
studies in jaundiced patients without the 
slightest untoward result. 


1: Howard, J.: Experimental Studies on the Toxicity of 


Beta (4-hydrosy-3, 5 diiodophenul)-alpha-phenyl propionic 
acid (Priodax), to be published. 
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Indications for Operation 


Operation in the presence of 
minor symptoms 

The question has repeatedly been raised 
as to whether patients found to have gall- 
stones, but apparently suffering no effects 
from them, should be advised to have an 
operation. I say “apparently suffering no 
effects” advisedly, for in my experience the 
symptomless gallstone is rare. A very care- 
ful history will usually disclose what one 
finds upon careful questioning of the pa- 
tient with a so-called symptomless duodenal 
ulecer—that, while the symptoms may have 
been quiescent for some time, they have oc- 
curred in the past. The symptoms of chole- 
cystic disturbances may have been so slight 
that they were attributed to indiscretions 
of diet, or to hyperacidity, pylorospasm, or 
even a neurosis. The attacks may have been 
so infrequent as to have been practically 
forgotten. It is not at all unusual for a 
single typical attack of gallstone colic to be 
followed by a long period, even years, of 
freedom from major symptoms. 

I do not believe that every patient found 
to have gallstones should be subjected to op- 
eration, but I would like to remind you that 
delay carries with it definite risks which 
the physician and the patient must recog- 
nize. The longer the calculous disease per- 
sists the more extensive is the pathologic 
change in the gallbladder and the liver, and 
the greater is the risk of hydrops or empy- 
ema, of common duct obstruction and cho- 
langitis, and of malignant disease. Even if 
none of these conditions supervenes, it is 
well recognized that the older the patient 
the greater is the risk even of a simple chole- 
cystectomy. 

Acute cystic duct obstruction 

I do not believe that any hard and fast 
rule can be laid down in regard to operation 
for acute cholecystitis with cholelithiasis. 
There are some who say that immediate op- 
eration is indicated, while others advocate 
palliation until the acute symptoms have 
subsided. Each patient presents an individ- 
ual problem. 

There is no fundamental difference be- 
tween a stone impacted in the cystic duct or 
the neck of the gallbladder and a fecalith 
obstructing the base of the appendix, except 
that in its usual position the cystic artery 
is more protected from obstruction, and gan- 
grene and perforation of the gallbladder are 
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not so apt to occur. The observations of van 
Zwalenburg™) on obstruction as the major 
factor in acute inflammation and _ perfora- 
tion apply equally to the gallbladder contain- 
ing calculi and the appendix containing a 
fecalith. 

The lack of unanimity in the literature on 
the subject of early operation for acute 
cystic duct obstruction is due to different 
conceptions of what an early operation is, 
to differences in the type of operation done 
under varying circumstances, and to numer- 
ous other factors. It should be pointed out 
that if cholecystectomy is performed on 
these patients, one must either operate as 
soon as the symptoms of obstruction begin, 
or attempt cholecystectomy without visual- 
izing the junction of the cystic and common 
ducts. The brawny edema so frequently en- 
countered in this area often makes visual- 
ization impossible. 

If the patient is seen more than twenty- 
four hours after the onset of symptoms, I 
delay operation, if possible, until the symp- 
toms subside. If increasing fever, leukocy- 
tosis, tenderness, and rigidity make opera- 
tion mandatory, I frequently do a cholecys- 
tostomy as the operation of necessity. Since 
cholecystostomy is usually reserved for the 
most advanced cases, the mortality is nat- 
urally highest in this group. However, if 
cholecystectomy were performed on patients 
so sick, the mortality would probably be 
even higher. The responsibility of the sur- 
geon is to save the life of the patient. Too 
often he will fail in this responsibility if he 
binds himself to a single school of thought 
or a single operative procedure. 
Non-calculous disease 

In spite of a careful history and physical 
examination and supporting laboratory data, 
some patients who are thought to have 
stones will be found at operation not to have 
them. The surgeon is confronted with the 
dilemma of removing the gallbladder or do- 
ing nothing, and all too frequently a blue, 
thin-walled gallbladder is excised. The un- 
fortunate outcome is that the patient is not 
relieved of the symptoms which brought him 
or her to the surgeon, and at times these 
are made worse by the operation. The evi- 
dence now available is sufficient to support 
the statement that there is rarely good rea- 
son for removing a non-calculous  gall- 
2. Van Zwalenburg, C.: The Relation of Mechanical Dis 


tention to the Etiology of Appendicitis, Ann. Surg. 41: 
137-450, 1905, 
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bladder. Even the gallbladder of cholestero- 
sis is, in my opinion, not a surgical lesion. 


Operation 
Anesthesia 

The choice of anesthesia in biliary tract 
surgery is important. Good relaxation must 
be obtained so as to provide for adequate 
exposure. Everyone is familiar with the 
necrotizing effects of chloroform anesthesia, 
but few realize that an attempt to provide 
deep relaxation with ethyl ether, nitrous 
oxide and oxygen, or even ethylene seriously 
affects bile secretion and bile salt synthesis. 
Cyclopropane administered with 75 per cent 
oxygen is, as far as can be determined, with- 
out effect on the hepatic parenchyma. The 
use of substances having a curare-like effect, 
which are now available, assists in. provid- 
ing the relaxation necessary for adequate 
exposure, and may make general anesthesia 
safer. ’ 

In our experience no anesthesia has been 
as satisfactory as spinal anesthesia with pro- 
caine. If vasoconstrictor drugs are employed 
to prevent a precipitous drop in blood pres- 
sure, this method of anesthetization is with- 
out effect on the hepatic parenchyma. It pro- 
vides maximal relaxation with a minimal 
possibility of adding to the hepatic injury 
already present. In operations on the com- 
mon bile duct continuous or serial spinal 
anesthesia should be used. 

The serious reactions so frequently ob- 
served following general anesthesia-for bili- 
ary surgery are without doubt often due to 
further degeneration or necrosis of the liver 
induced by long periods of anesthetization 
with hepatotoxic agents and to anoxemia, a 
state to which the liver parenchyma is ex- 
ceedingly susceptible. 


Difficulties of cholecystic surgery 

I have already alluded to the many dis- 
abling, if not fatal, injuries which may re- 
sult from operations on the biliary passages. 
Many of the tragic results which we see are 
due to the teaching that simple cholecystic 
surgery is easy, that such operations require 
only limited experience, and that ductal or 
vascular injury will not occur if the gall- 
bladder is removed from the fundus toward 
the common bile duct. 

The truth of the matter is that, prior to 
operation, no surgeon can be sure what con- 
ditions will be met and what procedure will 
be necessary. Even with ideal relaxation and 
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exposure the surgon of limited experience 
is much too often unfamiliar with anomalies 
in the arrangements of blood vessels and bile 
ducts. Nor will any method utilized for re- 
moval of the gallbladder obviate disastrous 
or fatal injuries. 

We have seen strictures and external fis- 
tulae preduced by both methods of remov- 
ing the gallbladder. In fact, the only com- 
plete division of the common bile duct I have 
seen occurred during an operation in which 
the dissection began at the fundus. Unless 
great care is taken with hemostasis, the 
fundal-ductal procedure is more likely to be 
associated with injuries than is the opposite 
method. No surgeon should be bound by a 
single technique. He should be sufficiently 
versatile to use any of several methods, de- 
pending upon what he finds at exploration. 

The time to repair an injured duct is at 
the time of its injury. Subsequent opera- 
tions are always difficult, and are less apt 
to be followed by a good result. 

The severed ends of the duct must be 
carefully exposed and joined in such a man- 
ner as to have intimate mucosal contact. 
This anastomosis had best be done over a 
tube, rubber or otherwise, which if brought 
to the exterior should emerge from a sepa- 
rate opening in the distal portion of the 
duct. The anastomosis should be done with- 
out tension. Far too often an impatient op- 
erator fails to take the time necessary to 
find the distal end of the duct, and contents 
himself with a ductal-small bowel anastomo- 
sis. Such a procedure is too often doomed 
to failure from the start. It is only after the 
most careful search fails to disclose the dis- 
tal portion of the duct that another type of 
anastomosis should be done. The use of the 
defunctionalized single loop, as suggested by 
Cole, Ireneus and Reynolds®) deserves earn- 
est consideration. 

Finally, I would like to say a word about 
drainage subsequent to biliary tract opera- 
tions, simple or otherwise. I have never been 
able to follow the reasoning of those who 
advocate non-drainage. Adhesions between 
the liver and bowel occur, regardless of 
whether drainage is used or not. One need 
only place a drain in the subhepatic fossa to 
see what passes into this space following 
even the simplest operation. Small acces- 
sory ducts passing from the liver to the gall- 
3’ Cole, W. H., Ireneus, C., Jr., and Reynolds, J. T.: The 


Use of Vitallium Tubes in Strictures and Absence of the 
Common Bile Duct, Ann. Surg. 122:490-521 (Oct.) 1945. 
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bladder occur rather frequently. Since these 
are often overlooked and not ligated, drain- 
age is all the more important. 

Some years ago a distinguished American 
surgeon said that the failure to put in a 
drain following a_ gallbladder operation 
would be regretted in not more than 2 pa- 
tients in 100. Today a mortality of 2 per 
cent following simple cholecystectomy calls 
for careful scrutiny. The mortality associ- 
ated with bile peritonitis is approximately 
25 per cent. This condition can be avoided 
in nearly every instance if drainage is in- 
stituted at the time of operation. 


Indications for exploring the 
common bile duct 


All too often the hurried or inexperienced 
operator fails to examine the common bile 
duct at the time of cholecystectomy. Not all 
common bile ducts need to be investigated, 
but many more difficulties have arisen from 
failure to explore them than from explora- 
tion. The common bile duct should be ex- 
amined when there is a history of jaundice, 
no matter how long before operation; when 
the gallbladder contains many small stones; 
and especially when the cystic duct is short 
and large. Every dilated common bile duct 
should be explored, and exploration should 
be mandatory in every case in which there 
is the slightest question as to its advisability. 
The time to investigate the common duct is 
at the original operation, and once the duct 
is opened it should be explored proximally as 
well as distally, for stones have a peculiar 
method of finding their way into the proxi- 
mal ducts. 

Wilkie” found common bile duct stones 
in 18 per cent of patients operated on for 
cholelithiasis, and Clute® found them in 8.4 
per cent of his patients. Lahey’s findings"? 
were similar to Wilkie’s. We may safely as- 
sume that in one out of every 5 patients with 
cholelithiasis stones will be found in the 
common bile duct. While liver stones do 
form occasionally, they are rare. In the ma- 
jority of instances they form in the gall- 
bladder and move into the liver by way of 
the common bile duct. A faceted stone found 
in the common bile duct at a second opera- 
tion is hard to explain on the basis of he- 
patic origin. 

1, Wilkie, D.P.D.: Address on Some Aspects of Gall-Bladder 

Disease, Brit. M. J. 1:481-484 (March 24) 1928. 

5. Clute, H. M.: Common Duct Stones, J.A.M.A. 95:1568 

1571 (Nov. 22) 19380. 


6. Lahey, F. H.: Stones in Gallbladder and Bile Ducts, S. 
Clin. North America 15:1459-1470 (Dec.) 1935. 
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Preoperative and Postoperative Care 


The average patient with cholelithiasis re- 
quires little specific preoperative care, but 
the complicated case requires a great deal. 
This statement is especially true of patients 
with advanced liver disease, whether they 
are jaundiced or not. 

Twenty years ago emphasis was placed 
almost entirely on the preoperative adminis- 
tration of glucose by the intravenous route. 
It was believed, following the work of Opie 
and Alford’ and of Whipple, that a large 
amount of glycogen in the liver would make 
operation safer. It was not until the obser- 
vations of Goldschmidt, Vars and myself) 
demonstrated that the lipid content of the 
liver is a major factor in conditioning the 
liver to injury during anesthesia and op- 
eration, and that protein is a more effectual 
lipotropic agent than carbohydrate, that a 
more rational basis of dietary therapy was 
adopted. 

It is now generally accepted that a diet 
offering approximately 75 per cent of its 
calories as carbohydrate, 20 per cent as pro- 
tein, and not more than 5 per cent as fat is 
an efficient diet for both preoperative and 
postoperative therapy. The protein must be 
a complete protein containing the essential 
amino acids. The patient should eat at least 
3,000 calories a day, and only if this dietary 
level is not attained is intravenous therapy 
necessary or even helpful. It is not neces- 
sary to add methionine to such a diet, for 
when complete proteins are used and in- 
gested in the amounts indicated no further 
methionine is required. Only when the pro- 
tein is deficient or the ingestion of food in- 
adequate need a methionine supplement be 
used. Since indications for an emergency 
surgical procedure are rare, the diet may be 
continued for several weeks if necessary be- 
fore operation. 

During the preoperative period oral and, 
if necessary, parenteral vitamin K therapy 
should be instituted, even if the prothrombin 
time is normal, for operation and anesthesia 
7. Opie, E. L. and Alford, L. B.: (a) The Influence of Diet 

on Hepatic Necrosis and Toxicity of Chloroform, J.A. 
M.A, 62:895, 1914. 

(b) Diet and the Hepatic Lesions of Chloroform, Phos 
phorus or Alcohol, J. Exper. Med. 21:1-20, 1915. 


Diet and the Nephritis Caused by Potassium Chromate, 
Uranium Nitrate, or Chloroform, J. Exper. Med. 21: 


~ 


(c 


21-37, 1915. 

8. Davis, N. C. and Whipple, G. H.: The Influence of Fast 
ing and Various Diets on the Liver Injury Effected by 
Chloroform Anesthesia, Arch. Int. Med. 23:612-635, 1919. 

9. Goldschmidt, S., Vars, H. M. and Ravdin, I. S.: The In 
fluence of Foodstuffs upon the Susceptibility of the Liver 
to Injury by Chloroform, and the Probable Mechanism of 
their Action, J. Clin. Investigation 18:277-289 (May) 1989. 
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may cause a marked fall in previously nor- 
mal values. Thiamine, riboflavin, and nico- 
tinic acid should be administered, for these 
vitamins play important roles in the inter- 
mediary metabolism of foodstuffs. Vitamin 
C should be given to insure capillary integ- 
rity and good wound healing. 

Tumen and Bockus"®’ found hypo-albu- 
minemia “in every case of chronic advanced 
liver disease and in most cases of obstructive 
jaundice.” They interpreted this finding as 
an indication of a disturbance in liver func- 
tion. In our opinion the best way to correct 
it is to provide the building stones necessary 
for hepatic repair. These are afforded in the 
diet which has been suggested. The irresist- 
ible tendency of the liver to regenerate under 
favorable circumstances makes diet all the 
more important. It is amazing how much 
repair will occur if extensive cirrhosis has 
not taken place. 

There is not now known any method of 
intravenous therapy which, over a period of 
days, can remotely equal oral therapy, either 
before or after operation. The adoption of 
early ambulation in all patients who have 
had biliary tract surgery causes an earlier 
return to normal intestinal function and 
makes possible the supplanting of intra- 
venous therapy by oral diet. Intravenous 
therapy is rarely necessary for more than 
twenty-four hours following operation. 

Even the chills and fever of cholangitis no 
longer force us to operate on the unprepared 
patient. Streptomycin, when administered 
subcutaneously in doses of 150,000 units 
every three hours, soon brings the infection 
under control. 

If large amounts of bile are drained to 
the exterior for many days after operation, 
a portion of this bile should be given to the 
patient. Nothing is gained by continuing 
drainage to the exterior once the common 
bile duct is proven patulous. If at this time 
the tube is clamped, the enterohepatic cir- 
culation of the bile salts will be resumed, to 
the benefit of the patient. 

No tube should be removed from the com- 
mon bile duct until a cholangiogram has 
been done, approximately one week after 
operation. If debris or a stone is found to 
be present, the use of the Pribram ether and 
10. Tumen, H. and Bockus, H. L.: The Clinical Significance 

of Serum Proteins in Hepatic Disease Compared with 


Other Liver Function Tests, Am. J. M. Sec. 193:788-800 
(June) 1937. 
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oil method"? will frequently obviate a sec- 
ondary operation. 

Conclusions 


It has not been possible to refer more 
than briefly to a few of the problems of 
biliary tract surgery. Many of the problems 
are as yet unsolved, and even those for 
which a satisfactory solution appears to be 
available at present may in the future be 
dealt with on a more reasonable basis. Medi- 
cine, and surgery as a part of it, is an ever- 
expanding science. With an extension of our 
knowledge of normal function and of the 
abnormalities which occur in disease will 
come a wider understanding of the patho- 
logic physiology of all disease, and more in- 
telligent and safer therapy. It is now nearly 
three-quarters of a century since the first 
cholecystectomy was performed. We have 
learned a great deal, but more remains to be 
done. 


11. Pribram, B. O. C.: Ether Treatment of Gall-Stones Im 
pacted in the Common Duct, Lancet 1:1311-1318 (June 10) 
1939. 
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Extrapleural pneumonolysis has recently 
been revived with the use of a new filling 
material, methyl methacrylate, commonly 
known as “lucite.’”’ After more than twenty 
months of experiments on animals, Wilson"? 
began to apply the procedure to human pa- 
tients with pulmonary tuberculosis. Through 
September, 1946, approximately 60 patients 
have had this operation at Duke Hospital. 
Thirty-one of these patients were from the 
North Carolina Sanatorium, and it is. upon 
these 31 cases that this report is based. 


From the North Carolina Sanatorium, Sanatorium, N. C. 
*Medical student, University of Pennsylvania School of 
Medicine, Philadelphia, Pa. 
{Late Medical Director and Superintendent, North Carolina 
Sanatoria, Sanatorium, N. C. 
1. Wilson, D. A. and Baker, H.: Experimental Surgical Pul 
monary Collapse, Surg., Gynec, & Obst. 82:735-742 (June) 
1946. 
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History 


The operation of extrapleural pneumonoly- 
sis, which consists in stripping away the 
parietal pleura from the chest .wall over the 
area to be collapsed, was first described by 
Tuffier’ in 1891. He was the first to recom- 
mend that the artificially created space be 
filled with fat from the patient in order to 
maintain collapse of the lung’. Fat is no 
longer used, since it is so difficult to find on 
a tuberculous patient and is apt to atrophy”. 
Other substances have been tried with vary- 
ing success. Gauze was discarded because it 
could not be left in place permanently, and 
because there was a high incidence of in- 
fection’. For the same reason, crumpled 
rubber sheeting is no longer used’. Inflated 
rubber balloons give good temporary results, 
but are unsatisfactory because the air soon 
leaks out”, Air alone has been tried as a 
filling material (extrapleural pneumotho- 
rax), but has been largely rejected because 
of the frequency of complications, the un- 
certainty of end-results, and the rapidity 
with which the air is lost, making frequent 
refills necessary'**”. Pectoralis muscle has 
the advantage of being living tissue’, but 
it can be used only in small spaces, and in 
time shows fibrous shrinkage''*'. Most 
workers have preferred paraffin and paraffin 
mixtures as filling materials''”*', but these 
have the disadvantage of setting up a severe 
foreign-body reaction in many cases’. Thus, 
before extrapleural pneumonolysis could be- 
come a satisfactory surgical procedure, a 
filling material had to be found which would 
not shrink or be absorbed or irritate the tis- 
sues(2,5.8), 

Wilson began experimenting with various 
substances in the fall of 1943; his studies in- 
dicated that perhaps methyl methacrylate 
2. Tuffier, T.: De la Resection du Sommet du Poumon, 

Semaine med. 11:202, 1891. 

3. Tuffier, T.: Chirurgie du Poumon, Compt. rend. au Cong. 
Internat. de Med., 1897, Moscow, 1899, v. 5-62. 

4. (a) Riviere, C. and Romanis, W. H. C.: Surgery in Pul- 
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was the answer'''”, Bellas"! and Woolf? 
had previously shown that there was very 
little, if any, tissue reaction to this substance. 
Wilson first used methyl methacrylate in 
the form of packs molded into the shape of 
extrapleural spaces created in experimental 
animals. He later devised small spheres for 
use in filling irregular spaces. Solid spheres 
were used for a time, but were discarded 
because of their weight. The spheres finally 
developed for use in human patients were 1 
inch in diameter, hollow, and very light.* 
After their manufacture, the spheres are 
sealed under sterile conditions and are tested 
against high negative and positive pres- 
sures alternately for leakage. Their sterili- 
zation is easily accomplished by exposure to 
ultraviolet light for three hours on each side. 
After being soaked over-night in a 1:1000 
aqueous solution of Zephiran, they are ready 
for use the next day. The number of spheres 
used depends on the size of the space to be 
filled, and has varied from 20 to 120. 

Wilson’s original procedure’ was_ per- 
formed through an anterior approach. A 
4-inch incision is made over the second rib, 
and 4 inches of rib are removed, care being 
taken to preserve the periosteum. Blunt dis- 
section is used to free the parietal pleura 
from the chest wall over the area to be col- 
lapsed, and the space thus created is filled 
with methyl methacrylate spheres. The rib 
and periosteum are then sutured back in 
place. This operation is performed under 
local anesthesia, and usually requires less 
than forty-five minutes. 

Although in many cases a good collapse 
was obtained with the anterior approach, a 
number of cavities failed to close. An at- 
tempt to improve results brought forth the 
posterior approach". In this procedure, the 
usual thoracoplasty incision is made under 
general anesthesia, the scapula is retracted, 
and the operation is then carried out as in 
the anterior approach, after a segment of 
rib has been removed adjacent to the area 
requiring collapse. Others papers on the sub- 
ject by Dr. Wilson are to appear in the Oc- 


kols 


*Methyl methacrylate spheres are manufactured by Ni 
Products Co., Moorestown, N. J. 
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tober, 1946, issue of Surgical Clinics of 
North America?” and in an early edition 
of the Journal of Thoracic Surgery”. 


Method of Study 


The material for this report was drawn 
from the records of the North Carolina San- 
atorium and Duke Hospital, from discus- 
sions with members of the staffs of the two 
institutions, and from facts obtained by ex- 
amining and interviewing the patients them- 
selves. On September 22, 1946, fourteen 
months had elapsed since the first operation 
was performed, and two weeks since the last. 

It is not the purpose of this article to pass 
final judgment on the procedure, but rather 
to summarize the results thus far obtained. 


Selection of Cases 


All except 1 of the 31 patients who were 


operated on had consistently positive sputum 
on direct smear, and all except one other had 


one or more areas of cavitation in one or 
both lungs visible on routine roentgenogram. 
Repeated concentrated smears of the sputum 
in case 7 were negative, but this patient 
had bilateral apical cavities which had failed 
to improve after three years of bed rest and 
pneumoperitoneum. In case 21, routine 
smears of the sputum were persistently posi- 
tive, but no cavities could be made out on 
routine roentgenograms. (See table 1.) 

The ages of the patients at the time of 
operation varied from 22 to 65 years, aver- 
aging 43 years. All except 6 had had clinical 
tuberculosis for more than three years, and 
the average duration in all cases was about 
seven years. 

Thirty cases were classified (National 
Tuberculosis Association classification) as 
far-advanced on the operated side, and 1 as 
moderately advanced. Forty-five per cent of 
the patients had far-advanced disease on the 
unoperated side, 36 per cent had moderately 
advanced tuberculosis, and 13 per cent had 
minimal tuberculosis. Two patients had no 
demonstrable disease on the unoperated side. 

Some type of collapse therapy had been 
previously tried in every case except case 
25. This was a 65-year-old man with bi- 
lateral cavities, whose symptoms were of 
enly a few weeks’ duration. Ninety-three per 
cent of the patients had been tried on pneu- 
mothorax; 81 per cent had received at least 


14. Wilson, D. A.: Article to be published in J. Thorac. Surg. 
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one phrenic crush; and pneumoperitoneum 
had been used in 71 per cent. One of the 
patients had had thoracoplasty on the con- 
tralateral side, while 5 patients received the 
operation as a supplement to a previous 
thoracoplasty on the same side. (See table 
2.) 
Results 


In 9 cases, or 30 per cent, all cavities were 
closed, and routine or concentrated sputa 
were converted to negative. Nine other pa- 
tients noted improvement in symptoms with- 
out sputum conversion. In 1 patient who 
obtained satisfactory cavity closure, the 
sputum was negative before operation. Thus, 
19, or 60 per cent, of the patients were im- 
proved by operation. To date, no case has 
shown a spread of tuberculosis to the contra- 
Jateral side following the operation. 

The condition of 13 per cent of the pa- 
tients was not changed by the procedure, and 
1 patient is apparently worse as a result of 
the operation. There were 5 deaths in the 
series. At least 2 of these patients had been 
considered hopelessly ill for many months 
prior to operation. Four operations were 
not completed because of complications en- 
countered. 

Of the 19 patients on whom the anterior 
approach was used, 12 have shown clinical 
improvement. Similar improvement was 
noted in 2 out of the 3 patients who were 
operated on through the posterior approach. 
Of the 5 patients who had had a previous 
thoracoplasty on the same side, only 1 has 
been significantly benefited. Three patients 
have had the operation twice on one side, 
and 2 have had bilateral operations. 


Complications 


The complications encountered at opera- 
tion were: 

1. Extrapleural adhesions, which may 
make difficult or impossible the complete 
stripping away of the parietal pleura from 
the chest wall (cases 23, 24, and 27). 

2. Penetration of the pleural space (case 
22). 

3. Penetration of a tuberculous cavity 
(cases 15, 16, and 31). 

4. Extrapleural hemorrhage (case 29). 

Complications encountered following oper- 
ation were: 

1. Hypoxia, a temporary complication in 
most cases, and the apparent cause of death 
in 2 cases (cases 19 and 20). 
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Table 1 


Summary of the operative procedures, the preoperative condition, and the postoperative results in 
31 patients from the North Carolina Sanatorium upon whom extrapleural pneumonolysis with the 
use of methyl methacrylate spheres as packing material was performed. 


Present Status 


Extent of Disease Type and Date ~ e< Es =5 
sai Before Operation of Operation S 3 > 3 sz <8 & 
No. Right Left Right Left S woe ges ss Remarks 
1. FA, cav, MA, fib Ant 7/45 I I N +12 Improved. 
thoraco Post 12/45 

2. FA, cav FA, cav Ant 9/45 I I N +12 Improved. 

3. MA, fib FA, cav Ant 9/45 S S P +20 Unimproved. 

4. FA, cav Min Ant 10/45 W W P +5 Worse. 

5. None FA, cav Ant 11/45 I I P § Improved. 

basal 

6. FA, fib FA, cav Ant 11/45 I I N +415 Improved. 

7. FA, cav MA, cav Ant 12/45 Ant11/45 I N +14 Improved. Sputum neg- 
ative before operation. 

8. FA,thoraco FA, cav Ant 12/45 [ § P § Slightly improved. 

9, FA, cav FA, cav Post 4/46 Ant12/45 I I N + 5 Improved. 

10. FA, cavs FA, cavs Ant 1/46 Ant12/45 S S P 410 Same; to have more 
surgery. 

11. FA, cav MA, fib Ant 12/45 rer N. +18 Improved. 

12. FA, cav, FA, act Ant 1/46 ws P Ss Unimproved. 

thoraco 
13. None FA, cav Ant 1/46 I I N S Improved after supple- 
Post 5/46 mentary pneumoperi- 
toneum. 

14. MA, ecav FA, cav Ant 1/46 r JI Pp 10 Same; cavity smaller. 

15. FA, cav FA, cav Ant 1/46 Cavity entered at oner- 
ation; died 1 month 
later. 

16. FA, cav FA, cav Ant 1/46 Cavity entered at oper- 
ation; died of hemor- 
rhage next day. 

17. FA, ecav, FA, cav Ant 1/46 I [I P 5 Left side improved. 

pnx 

18. FA, cav MA, fib Ant 2/46 I I wN 3 Improved. 

19. FA, cavs FA, cav Ant 2/46 Died 1 day after oper- 
ation of anoxia. 

20. FA, cav FA, fib Ant 2/46 I ~T N +15 Improved. 

21. Min, cale FA, no Ant 3/46 I I P +9 Symptoms improved, 

cav but sputum remains 
positive. 

22. MA, cav MA, fib Ant 3/46 S S P § Pleural space entered at 
operation; operation 
stopped. 

23. FA, cav Min, fib Post 3/46 I I N + 3 Spheres removed 6 
months later because of 
extrapleural tuberculous 
empyema. 

24. MA, cav Min, fib Ant 4/46 I I P +4419 Improved symptomatic- 
ally. 

25. FA, cav MA, cav Ant 5/46 I I P + 5 Awaiting surgery on 
left side. 

26. FA, cav, MA, fib Post 7/46 W ii P S Unimproved. 

thoraco 

27. FA, cavs FA, fib Post 7/46 Died 2 mos. post-oper- 
atively of severe empy- 
ema, ischemic necrosis 
of ribs, and_ broncho- 
pleuro-cutaneous fistula. 

28. FA, cav MA, fib Post 9/46 I I P — Symptoms improved ex- 

basal cept for temporary se- 
vere pain. 

29. FA, cav, MA, fib Post 7/46 Died 2 days after oper- 

thoraco ation of hemorrhage 
and anoxia. 

30. FA, cavs FA, cav Ant 9/46 I I P — No change as yet. 

31. FA, cav FA, cav Ant 9/46 Cavity entered; opera- 


tion stopped. 


KEY: FA—far advanced; MA—moderately advanced: min-—-minimal; cav—-cavity; act—active: fib—relatively stable: 
cale—calcified; thoraco—thoracoplasty; pnx-—pneumothorax; I-—improved; S—same; W-—worse; N—negative: P-—positive; 
ant--anterior approach; post—posterior approach, 
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Table 2 | 


Summary of extent of collapse therapy applied to 31 patients from the North Carolina Sanatorium, 


prior to extrapleural pneumonolysis. 





fee a 
Case of The, Pine umothorax 
No. Ante Sex (vears) Right Left 
Ls 46 m 4 "A3—F 
2. 46 m 5 741-45 
3. 43 m 3 ’43—-F 
4, 32 f 12 34-35 °35—F 
5. 50 m 7 741-'45 
6. 55 m 5 742—_F 
/ fe 33 f 6 149-5" ’44-_F 
8. 35 m 9 ‘38 43—F 
9. 37 m 22 36-738; 739 
10. 53 m 20 742-__-F 
11. 63 f 2 ’"44-_-F 
12. 31 m 3 36-745 38-739 
13. 29 m 4 ’45—F 
14, 43 f 5 *41—-F 741-45 
15. 47 m 5 741-45 
16. 48 m 1 °45—F 
17. 26 r 3 743 743-43 
18. 41 f 8 *38-'39 
19. 22 f 7 »40-'41 »39-—-F 
20. 40 m 11 744-_-F *44-'45 
A 39 f 3 
ze. 27 m 6 740-45 742-'44 
23. 40 m 2 "44-_-F 
24. 42 m 1 "45—F 
25 65 m 1 
26. 37 m 2 744-45 
27. 51 m 26 "45—F 
28. 28 m 5 *41—F 
29. 55 f 9 *37—F 
30. 39 m 7 "45—F 
31. 50 m 7 39-40 39-'40 





Prior Prior Prior 
Phrenic Crush Pneumoperitoneum Thorocoplasty 
Right Left Right Left 
"43 44 

"45 1/45 to 5/45 
"43 10/43 to 6/44 "44 
"34 7/43 to 9/45 
’41,’44 
1/48 to 2/45 
"42 12/42 to 11/45 
38 "40 
F 6/40 to 11/45 
42,44 3/44 to 12/45 
’44 3/44to 1/45 
36 "AD 
9/45 to 12/45 
4/43 to 1/46 
"41 
"AD 4/45 to 9/45 
"44 
38 1/45to 4/45 (also 9/45-2/46) 
44 1/44to 1/46 
°A5 6/45 to 10/45 
"AB 5/45 to 1/46 
’41 "42 1/46 to 3/46 
44 12/44to 3/46 
"45 1/46 to 3/46 
44 10/44to 4/45 "AB 
42 10/45 to 6/46 
"44 6/42to 1/45 
42 "43 
"45 9/45 to 5/46 
"40 


KEY: F--failure or abandonment of brief, ineffectualpneumothorax. 


2. Migration of spheres into the neck 
(case 8), and into subcutaneous tissues of 
the chest wall (case 25). 

3. Subcutaneous emphysema _ (cases 16 
and 29). 

4. Involvement of ribs; failure to mend 
(case 25), and ischemic necrosis proven at 
autopsy (case 27). 

5. Appearance of sterile subcutaneous 
fluid in the region of the incision (cases 11 
and 20). 

6. Superior mediastinal compression, re- 
lieved by removal of spheres (case 29). 

7. Excessive formation of fluid around 
spheres, without infection (case 9), and 
with tuberculous infection and involvement 
of the tissues of the chest wall (cases 23 and 
27). 

Comment 
3 

Extrapleural pneumonolysis with the use 
of methyl methacrylate spheres as packing 
material was primarily devised for those pa- 


pneumoperitoneum and at times thoraco- 
plasty, and particularly for those patients in 
whom thoracoplasty, or revision of thoraco- 
plasty, is contraindicated because of general 
condition, impaired respiratory reserve, age, 
or bilateral disease. Cases 5 and 6, however, 
were considered good thoracoplasty risks, 
and the operation was done in quest of fur- 
ther information. These criteria for select- 
ing patients are similar to those generally 
used for extrapleural pneumonolysis, re- 
gardless of the filling material®1*1°), 

In evaluating this operation, it is essential 
to measure success not only in terms of 
sputum conversion and obliteration of cavi- 
ties on roentgenograms, but also in terms of 
symptomatic improvement. Most of the pa- 
tients on whom the operation has been per- 
formed, had had tuberculosis for many 
years, with such extensive pulmonary in- 
volvement that drastic improvement was out 
of the question. To these patients significant 


lysis with Filling of Pectoral Muscles, Arch. Surg. 28: 


tients who had failed to respond to bed rest, 15. Alexander, J.: Supraperiosteal and Subcostal Pneumono- 
pneumothorax, diaphragmatic paralysis al 
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relief of symptoms is a gratifying result. 
It is to be emphasized that in all but 2 cases, 
no other treatment except a continuation of 
prolonged bed rest was feasible. 

In 10 cases excellent results have been ob- 
tained, the sputum becoming negative in 9, 
and remaining negative in the other (the 
patient whose sputum was negative before 
operation). In 8 the sputum has been nega- 
tive on repeated 72-hour concentrated 
smears. In 3 cases the sputum became nega- 
tive immediately after operation; in 5 cases 
it remained positive for three to five months, 
and in 1 it became negative only after pneu- 
moperitoneum had been added six months 
postoperatively. There is a distinct possi- 
bility that, in time, sputum conversion may 
take place in more of these cases; but in 
others, tuberculosis on the contralateral side 
continues to present a therapeutic problem. 

In addition to the 10 patients with nega- 
tive sputa, 9 others have shown significant 
symptomatic improvement. In time, it is 
reasonable to look for more conversions in 
this group. 

The anterior approach is appreciably less 
extensive and less shocking a procedure than 
the posterior approach. Following the latter 
operation, which is roughly comparable in 
operative trauma to a thoracoplasty stage, 
the patients are longer in regaining their 
strength, and pain is apt to be more severe 
and prolonged. The period of follow-up is 
too short and the number of cases too small 
for accurate comparison of the results from 
the two procedures, but at present the addi- 
tional risk of the posterior approach does 
not seem to be justified by the results. 

The results in cases where extrapleural 
packing with methyl methacrylate spheres 
has been used in lieu of revision of thoraco- 
plasty have not been as good as had been 
hoped. One of these patients died, 3 have 
remained the same, and 1 has had his spu- 
tum converted to negative. Conclusions can- 
not be drawn from so few cases, but it seems 
possible that, as experience and knowledge 
are gained, more careful selection of cases 
may improve the results. 

Most of the serious complications have oc- 
curred as a direct result of technical diffi- 
culties encountered in extrapleural dissec- 
tion: penetration of the pleural space or of 
a tuberculous cavity, penetration into active- 
ly inflamed extrapleural tuberculous tissue, 
and extrapleural hemorrhage. The only seri- 
ous complication which can be attributed to 
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the presence of methyl methacrylate in the 
extrapleural space is the formation of large 
amounts of fluid, which later became tuber- 
culous in 2 cases (cases 23 and 27). It is the 
current opinion of staff members of both 
hospitals that dissection through tuberculous 
extrapleural inflammatory tissue was _ re- 
sponsible for this complication, and the pres- 
ence of such inflammation at operation is 
now considered a_ strong indication for 
promptly discontinuing the operation with- 
out packing the space. 

Five of the 31 patients have died—not a 
prohibitive mortality in cases with such a 
poor pre-operative prognosis. 

One disadvantage of the method is the 
confusing appearance of the spheres on 
roentgenograms, on which they appear as 
multiple cavities. Search for persistent cavi- 
tation beneath the spheres must be carried 
out by laminography. 

One advantage of the procedure is that 
the number of spheres may be varied so as 
to fill a space of any size. They may also be 
used to fill a space created at the base of the 
lung for collapsing basal cavities (cases 5 
and 28). The hollow spheres are light, and 
apparently do not cause any significant for- 
eign-body reaction. Methyl methacrylate 
does not dissolve, nor is it absorbed. 


Summary 


Extrapleural pneumonolysis with the use 
of methyl methacrylate spheres as packing 
material has been performed with varying 
suecess on 31 patients with advanced pul- 
monary tuberculosis from the North Caro- 
lina Sanatorium. The indications, contra- 
indications, complications, and results are 
briefly discussed. 


Conclusions 


1. Extrapleural pneumonolysis with the 
use of methyl methacrylate spheres as pack- 
ing material appears to offer a reasonably 
safe means of selective collapse therapy in a 
limited group of patients with pulmonary 
tuberculosis for whom no other method of 
collapse is possible. 

2. The operation is not without risk, the 
most serious complications being incidental 
to penetration of the pleural space and tu- 
berculous cavities, and to infection. The 
means of preventing these complications has 
apparently been determined. 

8. The anterior approach under local 
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anesthesia is less shocking to the patient 
than the posterior thoracoplasty-type ap- 
proach, and is to be preferred because of the 
serious risk involved in any operative pro- 
cedure performed upon cases correctly se- 
lected for this new operation. 





DEFINITIVE SEX ENDOCRINE 
THERAPY IN THE FEMALE 


ROBERT A. Ross, M.D., F.A.C.S. 
DURHAM 


During the past few vears the energy and 
effort of clinicians, teachers, and investiga- 
tors were of necessity directed to the imme- 
diate task of treating human beings; pure 
research was incidental. This fact was es- 
pecially true in the field of endocrinology. 

This shake-down and retrenchment period 
was not without value. The enormous ad- 
vances made in our knowledge of the duct- 
less glands during the past two decades nat- 
urally provoked prodigious writings and lec- 
tures on the subiect. The transition from 
“oland doctor” to “endocrinologist” auto- 
matically eliminated many of the less scrup- 
ulous specialists; yet honest zeal and inter- 
est, as well as professional expedience and 
opportunism, have accumulated many and 
conflicting data in the field of endocrinology. 
Premature publication, unchecked experi- 
mentation, deductions based solely on ani- 
mal experiments, failure to allow for alter- 
ing factors, and the natural téndency to 
carry a project in the direction of one’s 
interest have caused perplexities. Under- 
standable haste on the part of the manufac- 
turers, bizarre terminology, many methods 
of standardization, and varied dosage con- 
tributed to the confusion. 

The war period demanded definitive med- 
icine, simplification, and standardization. 
The quasi-scientists were displaced, and an 
opportunity for clear thinking and evalua- 
tion was afforded. The two national publi- 
cations devoted to endocrinology are fortu- 
nately staffed by capable boards; the materi- 
al is scrupulously reviewed and is generally 
trustworthy. This particular locality has 
been most fortunate in the availability of 
Hamblen and, for a while, Grollman in the 
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guidance of endocrinotherapeutic thought. 

At present there are potent and useful 
products at hand which should be utilized 
with intelligence and confidence in the treat- 
ment of some abnormalities of the female. 
It must be remembered that endocrine ther- 
apy is substitutional therapy, as the effect 
ceases with cessation of treatment. The 
initial course of treatment is usually the 
most beneficial; since the patient generally 
becomes refractive to therapy, continued or 
sustained benefit cannot be promised. Con- 
stant vigilance is necessary because of the 
possibility of abnormal reactions. Oral med- 
ication may become self-medication, and 
must be supervised. 

In this discussion only the conditions en- 
countered in obstetric and gynecologic prac- 
tice will be mentioned; products will be sug- 
gested in general terms; the strict regimen 
of treatment will not be outlined, and diae- 
nostie procedures will not be given. Certain- 
lv there is no intention of precludins other 
known methods of value which are not dis- 
cussed herein. The bibliography is too large 
to mention in a paper of this limited scone: 
the names and facts are now part of medical 
history. 

In the Newborn 


Lewis and TeLinde early emploved estro- 
genic substances to aid in combatting vulvo- 
vaginitis of the newborn. The stimulating 
effect of estrogens on genital tissue is well 
known, and local resistance to infection is 
strengthened by bringing the immature vag- 
inal tissue into maturity. 


At the Menarche 


While a state of emotional and physical 
instability frequently exists at the menarche. 
we seldom encounter gynecologic abnormali- 
ties that require endocrine therapy. At this 
epoch particularly we should remember the 
“two-edged sword” possibilities of potent 
substances. In this early part of the female 
endocrine life pulverized extract of thvroid 
gland has been found to be one of the most 
dependable endocrine products—a_ fact 
which again and again is brought to mind 
in the search for effective therapeutic aids 
in medical gynecology. Gonadotropins, an- 
terior pituitary extract, and estrogens may 
at times be given to help direct the physi- 
ology toward normal, but the indications 
for such therapy must be understood and 
the results closely followed. 
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Amenorrhea in itself becomes a problem 
chiefly when pregnancy is desired. If the 
patient has the physical equipment it is not 
difficult to produce at least uterine bleeding, 
but cyclic repetition and normal menstrua- 
tion are difficult to attain. Several courses of 
estrogen therapy, estrogen-progesterone cy- 
clic therapy, gonadotropic therapy, or a well 
directed combination or sequence of these 
methods may be of value. 

The use of endocrine products in the 
treatment of dysmenorrhea has been disap- 
pointing. Progesterone by hypodermic and 
by mouth may be given over most of the in- 
terval between periods, and in some in- 
stances seems to help. Tension and discom- 
fort have been relieved by the control of 
salt and electrolyte balance, as has been ad- 
vocated by Freed and others. 


In the Treatment of Infertility 


The agenetic couple must be considered as 
a gynecologic problem, at least until the urol- 
ogists employ the accepted criteria for study 
and treatment of the male partner. The re- 
sults from the use of testosterone in males 
with low sperm counts or a disproportionate 
number of abnormal forms have been dis- 
appointing. It is estimated that in 10 to 20 
per cent of the infertile marriages the male 
partner is responsible; in such cases the sal- 
vage rate is not over 25 per cent. If it is 
the female partner who is infertile, success- 
ful therapy depends upon careful examina- 
tion and counselling in approximately 50 per 
cent of the cases, upon insufflation of the 
tubes.in 25 per cent, and upon the adminis- 
tration of hormones, including thyroid ex- 
tract, in probably 25 per cent. The estrogens 
are definitely beneficial in hypoplasia of the 
genital tissue; growth can be noted while 
estrogens are being given. 

The problem of producing ovulation when 
it does not occur naturally is most difficult. 
The various preparations to cause ovulation 
are relatively ineffective in the presence of 
ovarian failure. Hamblen has described the 
“one-two” cyclic gonadotropic regimen, and 
has had success with its use in many cases. 
He stresses the necessity of skin testing for 
sensitivity to equine gonadotropin before 
each course of therapy. Many aids in the 
determination of ovulation are used—as- 
says, biopsies, cellular response, and electric 
potential—but the simple expedient of re- 
cording the daily matin oral temperature 
probably affords most information. This is 
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a valuable index in the initiation and follow- 
up of therapy. 

It is well to recall that the patient who 
experiences difficulty in becoming pregnant 
may experience difficulty in seeing it 
through. 

In Pregnancy 


Rock and his co-workers, and the Car- 
negie group have shown that bleeding dur- 
ing the early weeks of pregnancy is not too 
unusual—a fact that many clinicians have 
suspected. If immediate hormonal adjust- 
ment on the part of the female is necessary 
to the continuation of pregnancy, we can ex- 
pect a high percentage of abortions, and if 
failure to make this adjustment is the chief 
factor in the causation of abortions, we 
should expect to salvage a large number of 
these by the use of proper substitutional 
therapy. This expectation is not always 
borne out. Progesterone is the product that 
would be expected to prevent abortions, but 
it has proven disappointing when used alone. 
Davis and Hamblen were among the first to 
suggest the use of combined estrogen-pro- 
gesterone therapy in the prevention of abor- 
tion. Recently Vaux and Rakoff have re- 
ported favorably on this method. 

There are undoubtedly many factors 
which may cause abortion, of which hormon- 
al aberration is only one. Vitamins are prob- 
ably as important as the hormones, and vari- 
ations in them are more apt to occur. The 
body can at times elaborate hormones better 
than it can obtain and metabolize vitamins. 
Vitamins can be considered exogenous hor- 
mones. Chemically, there is very little struc- 
tural difference between vitamin A, for in- 
stance, and estrogens. Vitamin E, the so- 
called “fertility vitamin,” is plentiful in this 
locality, even in pellagra-producing diets. 

One cannot escape the thought that a nor- 
mal person normally pregnant is apt to con- 
tinue a normal course. 


At the Climacteric 


At the climacteric we again encounter 
emotional and endocrine chaos in varying 
degrees. This period is marked by ovarian 
failure—natural, surgical, or roentgenolo- 
gic. As the production of progesterone and 
later of estrogen gradually ceases, the an- 
terior pituitary loses inhibition. Other 
glands, notably the adrenal, take on renewed 
activity, manifested by increased ketosteroid 
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elaboration and, symptomatically, by in- 
creased medullary activity. Subjectively the 
patient complains of vasomotor instability, 
“flashes,” emotional upsets, and other symp- 
toms associated with the climacteric. 

Fortunately, in the majority of women the 
hormonal alteration is not so revolutionary 
and the symptoms, especially if they are 
anticipated and conditioned, are milder and 
easily controlled. When symptoms are mod- 
erate or severe, estrogens are of definite 
benefit. Flashes, headaches, joint and eye 
symptoms, and weakness all seem to improve 
when the estrogens are used. The dosage 
should be kept at a minimum, begun early, 
and discontinued, even if only temporarily, 
as soon as possible. In a patient who has 
had her menopause one to two years previ- 
ously, a reappearance of vaginal bleeding 
is most disturbing. Stilbestrol is of distinct 
value, but since it is oral medication, its use 
must be controlled. 


Summary 


An effort has been made to evaluate the 
endocrine products that have proven their 
value in a period that placed emphasis on 
the true worth of therapeutic agents. It is 
evident that some potent products are avail- 
able which can be relied upon when properly 
employed and properly supervised. They 
are valuable aids in the treatment of endo- 
crine disorders in the female. 





New Labels for Old 

The sale of medicine by druggists and their pur- 
chase by consumers have been simplified in the past 
year through revision of thousands of drug labels 
in accordance with new regulations of the Federal 
Food and Drug Administration. 

New drug labels at the same time have helped 
dissipate an artificial distinction between medical 
manufacturers and have sharpened the natural dif- 
ference between types of medicine. 

One year ago FDA Regulation No. 2.106 simpli- 
fied the sale of medicine for consumers and drug- 
gists by requiring: 

(1) All medicines that are “safe and efficacious” 
in the hands of the lay public must bear adequate 
directions for use. In general, these include “all the 
ordinary” laxatives, iron compounds, cough and cold 
preparations, pain-relievers (or analgesics), vita- 
mins, tonics, pile ointments, antacids and antisep- 
tics. Products bearing labels which give directions 
for use may be purchased over the counter by any- 
one, with or without a prescription. 

(2) All other medicines must carry the legend, 
“Caution to ke dispensed only by or on the prescrip- 
tien of a physician.” These include more potent 
preparations such as penicillin, the sulfa drugs, 
barbiturates, heart stimulants, arsenicals, anti- 
toxins, and many others. Medicines bearing the Rx 
label cannot be sold legally except on prescription. 
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TORSION OF THE SPERMATIC CORD 
Review of Six Cases 
WILLIAM M. COPPRIDGE, M.D., F.A.C.S. 
and 
ROBERT G. ROSSER, JR., M.D. 
DURHAM 


Torsion of the spermatic cord is defined 
by Wolf as a condition causing temporary 
or permanent, partial or complete constric- 
tion of the blood supply to the testicle and 
its adnexa by sudden, vertical, axial twisting 
of the testicular attachment of the spermatic 
cord. This condition constitutes one of the 
few surgical emergencies encountered in the 
practice of urology. The diagnosis must be 
made and surgical intervention carried out 
within the space of a few hours if treatment 
is to give satisfactory results. Conservatism 
has little or no place in the treatment of 
these cases. 

We wish to report 6 cases of torsion of the 
spermatic cord that we have seen in Watts 
Hospital since 1940, and to give a _ brief 
resume’ of some of the literature on the sub- 
ject. 


Incidence, Age, and Side Affected 


According to Ewert and Hoffman’, 451 
‘ases of torsion of the spermatic cord were 
reported between 1840 and 1939. Between 
1939 and 1942, 34 cases appeared in the lit- 
erature. It would thus appear that torsion 
of the spermatic cord has occurred more 
frequently during recent years, or that the 
condition is being more generally recognized. 
We are in accord with Foley’, who says that 
torsion of the spermatic cord is not a rare 
condition, and that it must always be con- 
sidered in patients complaining of testicular 
pain. 

V. J. O’Conor™ reported in 1919 that in 
the 124 cases of torsion of the spermatic 
cord which had been reported at that time, 
the condition occurred most frequently just 
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before puberty. Abeshouse® reviewed the 
literature through January, 1936, and found 
that the condition was encountered most 
often during the first two decades of life. 
Ewert and Hoffman’s review of the litera- 
ture in 1944 showed that the majority of the 
489 cases reported occurred in the middle of 
the second decade. The condition is thought 
to be rare before the age of 10 and after 
the age of 40, although Hinman has re- 
corded a case present at birth, and Wolf 
writes of one in a 60-year-old man. In 156 
cases analyzed by Abeshouse, there were 
only 24 patients less than 1 year old. He 
found that torsion occurred about as fre- 
quently on the left as on the right side, and 
about as often in patients with undescended 
testicles as in those whose testicles were 
completely descended. 

In the cases here reported, the youngest 
patient was 11 months of age, the oldest, 18 
vears. Four had torsion of the right cord, 
two of the left. We have not observed a case 
occurring in a patient with undescended 
testicles. 

Etiology 


While authorities are not in accord as to 
the etiology, the condition is thought to de- 
pend chiefly upon two factors: (1) an ab- 
normal increase in the mobility of the tes- 
ticle, and (2) a force, either external or in- 
ternal, causing acute, sudden contracture of 
the cremasteric muscle. Foley thinks that 
hypermobility is usually the result of an 
anomaly in the descent of the testicle; the 
distal end of the spermatic cord, the epididy- 
mis and the testicle become completely sur- 
rounded by the tunica vaginalis, and have no 
attachments except to the base of the scro- 
tum by the remnant of the gubernaculum 
testis. The type of torsion most often seen 
is the type which results from a situation of 
this kind; the testicle and epididymis, but 
not the tunica, are involved. Most rarely is 
torsion of an extravaginal type seen, in 
which the twist is outside the tunica, but 
involves the tunica itself. This is the type 
that usually occurs in the undescended or 
intra-abdominal testis. 

The high attachment of the tunica allows 
some of the cremasteric fibers to be inserted 
inside the vaginal sac; it is thus conceivable 
5. Abeshouse, B. S.: Torsion of the Spermatic Cord; Report 

of 3 Cases and Review of the Literature, Urol. & Cutan. 

Rev. 40:699-714 (Oct.) 1936. 


6. Hinman, Frank: The Principles and Practice of Urology, 
Philadelphia, W. B. Saunders Co., 1935. 
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that a spasm of the cremaster, particularly 
when associated with a firm contraction of 
one group of fibers of the muscle, may cause 
a rotation of the spermatic cord, testicle, and 
epididymis, thus resulting in torsion. This 
theory, advanced by Muschat'’ in 1931, is 
the one most generally accepted, and ex- 
plains why the torsion may relieve itself 
spontaneously in some cases, while in others 
the spermatic cord may remain twisted be- 
cause of continued spasm of the muscle. 


Pathology 


The pathologic picture is that which might 
be expected in any case where there is acute 
occlusion of the blood supply. In the early 
stages congestion and hemorrhage in the 
testis and epididymis occur; as the process 
continues, hemorrhagic infarction and asep- 
tic gangrene ensue. As the changes incident 
to torsion progress, suppuration and atrophy 
occur, and the testis and epididymis may 
finally disappear if the torsion is not re- 
lieved. 

Signs and Symptoms 


The occurrence of torsion of the spermatic 
cord is marked by sudden, severe pain in the 
testicle, frequently accompanied by nausea 
and vomiting; the patient may go into shock. 
Constitutional symptoms are usually mild, 
however, and often develop late. There is 
swelling of the testicle and epididymis, with 
redness of the skin either in the scrotum or 
in the inguinal region; the edema may be of 
a brawny type, and frequently the whole 
scrotum is involved. Sometimes the twist in 
the cord may be palpated. In our experience, 
however, the extreme tenderness of the scro- 
tal contents made palpation impossible ; these 
patients would rarely tolerate more than a 
mere inspection of the area. The epididymis 
is often found to be rotated to a lateral or 
anterior position, but since palpation was 
not possible in our cases, this point has been 
of no value to us unless the patient was 
under anesthesia. The scrotal contents are 
usually retracted upward, particularly on 
the affected side. The scrotum becomes a 
globular mass with a characteristic contour ; 
the affected testicle becomes very hard, and 
may be found just outside the external ring, 
and there is no enlargement of the mass if 
the patient cries or strains. The leg on the 
affected side is held in flexion. 


7. Muschat, Maurice: The Pathological Anatomy of Testicu- 
lar Torsion; Explanation of Its Mechanism, Surg., Gynec. 
& Obst. 54:758-763 (May) 1932. 
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Torsion of the spermatic cord: (left) 


Fig. 1. 
anatomic relations found at operation; (center) 
twisting of the testicle producing the torsion; 


(right) surgical method of repair. (After 
Kreutzmann, H. A. R. and Strauss, B.: Re- 
current Torsion of the Spermatiec Cord, Urol. 
& Cutan. Rey. 43:297-299 (May) 1939.) 


The symptoms described above are those 
usually seen in the acute cases. Subacute 
and chronic recurring types are also recog- 
nized; the development of these depends on 
the degree of torsion and the time elapsing 
since the onset. 


Differential Diagnosis 


The local symptoms and signs of strangu- 
lated inguinal hernia may be very similar 
to those of torsion of the spermatic cord. 
They usually increase rapidly in severity, 
however, and the general reaction is likely 
to be greater. Sometimes both conditions 
are present at the same time. In any case 
of doubt, surgical exploration is indicated. 

In acute epididymitis, which must also be 
differentiated from torsion, there is usually 
a history of symptoms referable to the pros- 
tate, urethra, and vas deferens.. Prehn’s 
sign’—an inerease in pain on elevation of 
the testicle—is supposed to rule out epididy- 
mitis. In aevte orchitis the pain is not severe 
as in torsion, and the development is more 
gradual. This statement is true also of 
hydrocele or hematocele, in which the scro- 
tum tends to drag downward rather than to 
retract. Transillumination is possible, pro- 
vided the fluid in the hematocele is not too 
bloody. Tumors of the testicle are differen- 
tiated from torsion by their slow onset and 
relatively painless character. Suppurative 
adenitis causes more general systemic re- 
action, and the focus of infection is often 
demonstrable upon careful survey. 

We have not seen a case of spontaneous 
hemorrhagic infarct of the testicle in the 
newborn. MacLean diagnosed this condi- 
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Fig. 2. Torsion of the spermatic cord. The tor- 
sion here is counter-clockwise. (After Dod- 
son(@)D) 


tion in 2 cases by the presence at birth of an 
intrascrotal mass of characteristic egg 
shape, fibro-elastic or stony hard in consis- 
tency, together with the presence of ecchy- 
mosis of the scrotum and absence of pain or 
tenderness in the affected testicle. The pa- 
tients were afebrile, and the laboratory find- 
ings were not remarkable. 

Torsion of the appendix testis (hydatid of 
Morgagni) may present real difficulty in the 
differential diagnosis of torsion of the tes- 
ticle. Vermeulen and Hagerty’, in report- 
ing 2 cases of torsion of the appendix testis, 
stated that the symptoms are those of tor- 
sion of the cord. Both conditions occur in 
young adult males. The symptoms are sup- 
posedly milder in torsion of the appendix 
testis, but Vermeulen and Hagerty found 
this point to be of very little value in their 
cases. They also stated that their patients 
had marked erythema and edema of the skin 
on the affected side; this finding is not sup- 
posed to be present in torsion of the appen- 
dix testis, and is referred to as a diagnostic 
point by some authors. We have not ob- 
served a case of torsion of the appendix 
testis, but we do not believe that it is readily 
distinguishable from torsion of the sperm- 
atic cord. Since surgical intervention is in- 
dicated in both conditions, we do not be- 
lieve that much time should be lost in debate 


10. Vermeulen, C. W. and Hagerty, C. S.: Torsion of the Ap- 
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as to which structures are involved in the 
torsion. 
Treatment 


Dodson" states tersely that operation is 
indicated in all cases. This statement applies 
also to cases in which there is doubt as to 
the diagnosis. If the testicle is exposed be- 
fore permanent irreparable damage has been 
done, Dodson recommends that the cord be 
untwisted and the testicle sutured to the 
bottom of the scrotum. Atrophy of the tes- 
ticle may occur but is thought to be rarely 
complete, and we agree with Dodson that 
most patients prefer some semblance of a 
testicle to none at all. If there is no return 
of circulation to the epididymis and testicle 
after the torsion is reduced and hot packs 
are applied, orchiectomy should be done. In 
cases of torsion of an wndescended testicle, 
immediate orchiectomy is indicated. 

The time element is very important in 
treatment. In most of our cases the patient 
was seen by the family doctor, who was 
called twelve to fourteen hours after the on- 
set of the acute symptoms. By this time the 
changes secondary to the impaired circula- 
tion (which, depending on the degree of tor- 
sion, may be pronounced within a very few 
hours) were so confusing that the whole 
process was believed to be one of acute in- 
flammation. We wish to repeat that expect- 
ant treatment has no place in this condi- 
tion. Every hour that the torsion is present 
adds greatly to the chances of complete 
testicular atrophy later. Unless operation is 
performed within twelve hours, the degen- 
erative circulatory changes in the testicle 
and epididymis are usually irreversible; in 
such cases the only treatment is orchiectomy. 
We agree with Foley that orchiectomy may 
be avoided by early diagnosis and the insti- 
tution of immediate surgery. If this fact 
can be impressed on the practitioner, the in- 
cidence of orchiectomy for torsion of the 
spermatic cord will be materially reduced. 


Case Reports 
Case 1 


A white college student, aged 18, was admitted to 
the hospital complaining of dull, aching pain in the 
right testicle; this came on gradually the day before 
admission, and the patient first noticed it while 
walking to class. An hour later the soreness was 
considerably worse, and on inspection of his testicle 
he found it to be swollen. He became nauseated and 
vomited. The pain gradually extended into his ab- 


11. Dodson, Austin I.: Urological Surgery, St. Louis, The C. 
V. Mosby Co., 1944, pp. 650-653. 
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domen, to a point just beneath the umbilicus. The 
pain in his testicle subsided considerably, but the 
swelling of the scrotum and the pain in the abdo- 
men persisted. There were no urinary symptoms. 

Physical examination was essentially negative, 
except that the patient was in considerable discom- 
fort, lying on his back with his knees supported by 
a pillow. The right side of the scrotum was hard. 
enlarged, red, and very tender. The patient’s tem- 
perature was 99.2 F. Laboratory findings were neg- 
ative, except for a white cell count of 15,700. The 
impression of the examiner was epididymitis. It 
was decided to treat this conservatively, and await 
developments. 

Two days later it became evident that surgical 
intervention would be necessary; operation was 
done under spinal anesthesia. The right testicle 
and epididymis were exposed; both structures were 
very dark in color, and a definite twist in the sperm- 
atic cord was found at the junction of the epididy- 
mis and the cord. The cord was normal above this 
point. The vas deferens was isolated and tied. The 
venous portion of the cord was doubly ligated, and 
the usual orchiectomy was done. The wound was 
closed with one small rubber tissue drain. The post- 
operative course was uneventful. The patient was 
discharged thirteen days later; he was afebrile, his 
wound was healed, and his condition was excellent. 

This case emphasizes the importance of early 
diagnosis; had the diagnosis been made when the 
patient was admitted to the hospital, it is possible 
that his testicle could have been saved. . 


Case 2 


A 14-year-old boy, the son of a physician, noticed 
some pain and redness of the left testicle upon 
waking at 6 a.m. on the day before admission. His 
discomfort and physical findings were not alarm- 
ing, and conservative therapy, including rest in bed 
and ice packs, was employed. The next day his left 
testicle began to swell and became more painful 
and tender, and he was admitted to the hospital. 

Physical examination showed the left testicle to be 
swollen and red; the examiner thought that there 
was possible torsion of the spermatic cord. The tem- 
perature was 99 F., the blood pressure 130 systolic, 
68 diastolic; the urine was negative, and the blood 
count was not remarkable except for a white cell 
count of 15,850, with 89 per cent polymorphonuc- 
lears. 

Operation was performed under avertin and gas 
anesthesia. When the tunica vaginalis was opened, 
sero-sanguineous material poured out. The left tes- 
ticle was twisted two complete turns on the cord; 
the epididymis and testicle were swollen, ecchymo- 
tic, and blue. The distal third of the cord was 
twisted, and the blood supply was obstructed. After 
reduction of the torsion, hot packs were applied, 
and the testicle and cord slowly regained their nor- 
mal color. The structures were restored to their nor- 
mal position, and the wound was closed with one 
small rubber tissue drain. The patient was given 
sulfathiazole, grains 71%, three times a day. Con- 
valescence was uneventful, and the patient was dis- 
charged in good condition five days later. 

In this case it is possible that another twist in 
the cord occurred during the period of time that the 
patient was being treated by conservative measures. 
It was fortunate that the blood supply was _ not 
completely occluded, and that the structures were 
not damaged so severely that they could not regain 
their normal characteristics. This patient has been 
observed from time to time, and to date the left 
testicle is apparently normal. 
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Case 3 

A child 11 months old was admitted to the hos- 
pital after the mother had noticed scrotal edema and 
reddish discoloration of the left scrotal contents 
when she bathed the baby on the day of admission. 
The left testicle was very tender to touch, but when 
left alone the baby did not appear to have pain. 
The size of the swelling increased considerably dur- 
ing the period of several hours which elapsed be- 
fore admission. There was no history of chills or 
fever. 

Physical examination was negative except for 
swelling and redness over the entire scrotum and 
induration over the left testicle; the epididymis was 
not palpable, and no fluid was demonstrable. Lab- 
oratory findings were normal, and the patient had 
no fever. The impression of the examiner was tor- 
sion of the left spermatic cord, and it was decided 
to explore this side immediately. 

At operation, which was performed under ether 
anesthesia, the epididymis and testicle were found 
to be greatly swollen and considerably discolored. 
There was a definite twist of the spermatic cord 
near the head of the epididymis, and several bands 
of tissue constricted the arterial blood supply at this 
point. Early gangrene of the epididymis and tes- 
ticle was present. After releasing the bands and re- 
ducing the twist of the testicle, warm packs were 
applied. The appearance of the testicle improved 
sufficiently to justify replacement of the scrotal 
contents into their normal position. The tunica 
vaginalis was partly closed over the testicle, and 
the wound was closed in layers without drainage. 
The patient’s temperature varied from 101 to 102.4 
F. rectally until the third postoperative day, at 
which time it returned to normal. The postoperative 
course was otherwise uneventful, and the child was 
discharged on the tenth postoperative day in good 
condition. 

This patient was seen before extensive gangren- 
ous changes had taken place, and prompt diagnosis 
and surgical intervention prevented loss of the tes- 
ticle. 
Case 4 

A 13-year-old boy was admitted to the hospital 
two hours after he had noticed some pain in the 
right testicle while he was playing at a Scout meet- 
ing. Shortly after its onset the pain became quite 
severe and throbbing. The patient’s family doctor 
observed slight swelling of the right testicle, which 
by this time had become very tender. He suspected 
torsion of the spermatic cord and referred the pa- 
tient to the hospital. It is interesting to note that 
once in the past the patient had had a similar pain 
in the left testicle, which came on spontaneously 
while he was in bed, lasted about four hours, and 
then disappeared. 

Physical examination showed slight redness of 
the tonsils and some swelling, retraction, and ex- 
treme tenderness of the right testicle. The scrotum 
was of normal color, and there was no tenderness 
along the right cord. Laboratory findings showed 
nothing remarkable. It was decided that this was 
undoubtedly a case of torsion of the right cord, and 
immediate operation was advised. 

The usual incision was made, and a full twist of 
the spermatic cord in its distal third was found and 
reduced. The testicle was rather dark, but quickly 
regained its normal color when the twist was re- 
leased. It was replaced in the scrotal sac and the 
wound was closed in the usual manner’ without 
drainage. 

This is another case in which early surgical inter- 
vention probably saved the testicle. 
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Case 5 

A 14-year-old boy came to the hospital three days 
after striking his scrotum an insignificant blow with 
his own hand while playing leap frog. There was 
immediate sharp, stabbing pain, and in fifteen or 
twenty minutes he noticed generalized swelling of 
the scrotum, with some redness of the skin and con- 
siderable tenderness. This condition became _ pro- 
gressively more severe, and at the time of admis- 
sion the scrotum was about four times its normal 
size and was so tender that the patient would not 
tolerate any kind of examination. He had had no 
chills or fever and no difficulty in voiding. The pa- 
tient stated that he had fallen over a fence six 
weeks before and had suffered much the same sort 
of pain, with slight scrotal swelling. These symp- 
toms disappeared in one or two days. 

Physical examination showed the scrotum to be 
enlarged, reddish-blue in color, and exquisitely ten- 
der. While the patient was very cooperative, he was 
apprehensive about any examination of the geni- 
talia, and it was difficult to tell which testicle was 
affected. The impression of the examiner was trau- 
matic orchitis on the right, with possible right scro- 
tal abscess. The laboratory findings were not re- 
markable, and the patient’s temperature was 99.2 
F. The urologist felt that torsion of the spermatic 
cord was probable, and advised immediate operation. 


Incision was made in the right scrotal area. Much 
edema and free bleeding were encountered; the tes- 
ticle was greatly discolored, and the epididymis was 
black. One complete twist was present in the cord 
just above the epididymis, and when this was re- 
leased very little color returned to the parts. Since 
the testicle and epididymis were considered to be 
damaged beyond repair, they were removed. The 
incision was closed in the usual manner with one 
rubber tissue drain. The patient’s temperature went 
as high as 101.4 F. one day postoperatively; it came 
down promptly, however, and the patient was dis- 
charged in excellent condition seven days later. 

In this patient the torsion apparently occluded 
the arterial supply completely; in the space of three 
days necrosis had progressed so far that it was 
necessary to sacrifice the testicle. 


Case 6 


A 12-year-old boy was admitted to the hospital 
three or four days after feeling sudden, sharp pain 
in the right testicle while he was riding a bicycle. 
There was also some pain in the lower abdomen. 

When the family doctor sent the patient to the 
hospital, physical examination was negative except 
that the right testicle was drawn up almost to the 
right external ring and was very hard. No discol- 
oration had occurred, but the testicle was tender. 
Laboratory findings were negative. A diagnosis of 
torsion of the right spermatic cord was made, and 
immediate operative intervention was advised. 

The patient was operated upon under avertini, 
nitrous oxide, and ether anesthesia. The right tes- 
ticle and epididymis were found to be very much 
discolored, and two complete twists of the cord 
were released. After some minutes it was thought 
that there was some return of color to the parts; 
the testicle was replaced, the tunica vaginalis was 
closed, and the wound was closed without drainage. 

The patient’s temperature remained around 101 F., 
despite penicillin and sulfadiazine therapy, and his 
white blood cell count ranged from 8,000 to 14,000. 
He was seen by a pediatrician, who thought that 
a mild upper respiratory infection was enough to 
account for the fever. His temperature gradually 
subsided, and he was discharged on the ninth post- 
operative day apparently in good condition, with 
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the incision well healed. 

When he was seen five months later, the right 
testicle was found to be atrophic. It is possible that 
if the testicle and epididymis had been removed at 
operation, his postoperative course would have been 
relatively afebrile. 


Summary 


The literature on torsion of the spermatic 
cord is reviewed briefly, and 6 cases seen in 
Watts Hospital since 1940 are reported. 

The importance of early diagnosis and the 
necessity for prompt surgical intervention 
are emphasized. 





THE STERILIZATION OF THE INSANE 
AND MENTALLY DEFICIENT IN 
NORTH CAROLINA 


WILLIAM P. RICHARDSON, M.D. 
State Board of Health 
RALEIGH 
and 
CLARENCE J. GAMBLE, M.D. 
MILTON, MASSACHUSETTS 


Preventive medicine lacks the visible and 
tangible appeal of the patient in need. Its 
accomplishments in health and happiness, 
however, often far exceed those of the same 
effort spent at the bedside. In the field of 
the medical care of the insane and the men- 
tally deficient this statement is strikingly 
true. A half hour spent in ligating the sper- 
matic or ovarian tubes may eliminate the 
need of segregating and supervising defec- 
tive offspring for periods which can amount 
to the lifetimes of several individuals. 

It has been shown repeatedly” that tubec- 
tomy interferes with no function of the body 
other than the capacity for parenthood. 
There is no decrease in sexual activity, and 
satisfaction in marriage is not diminished. 
Since the psychic and economic capacities of 
mentally defective persons are distinctly re- 
duced, protection from the overload entailed 
in these fields by parenthood is especially 
valuable and is greatly appreciated by those 
with sufficient intellect to understand it. 

While it is not true, as some propagan- 
dists would have us believe, that all children 
of the insane or feeble-minded will have 
defective mentalities, it is almost unavoid- 
able that they will be brought up under high- 
ly unsatisfactory conditions. 


1. Popenoe, Paul: (a) Effect of Salpingectomy on the Sexual 
Life, Eugenics 1: No. 2 (Nov.) 1928. (b) Eugenie Sterili- 
zation in California; Effect of Vasectomy on the Sexual 
Life, J. Abnorm, Psychol, 24:251-268 (Oct.-Dec.) 1929. 
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To make the protection of sterilization 
available to patients in state institutions, 
laws have been passed by a number of states. 
The first was put on the statute books in 
1907 in Indiana, and today twenty-four 
states have such laws in active application. 


Application of North Carolina’s 
Sterilization Law 


North Carolina’s sterilization law was 
passed in 1919. Its wording was not clear, 
and no operations were performed under the 
act. A second law, passed in 1929, was de- 
clared unconstitutional because it made no 
provision for appeal to the courts. The pres- 
ent law (Chapter 35, Article 7, Section 35- 
36 to Section 35-37) was passed in 1933. It 
provides for a Eugenics Board consisting of 
the Commissioner of Public Welfare, the 
Secretary of the State Board of Health, the 
Chief Medical Officer of the State Hospital 
at Raleigh, the corresponding official of an- 
other state hospital, and the Attorney Gen- 
eral. The head of any penal or charitable 
institution of the state or of any subdivision 
of such an institution is directed to institute 
proceedings before the Eugenics Board for 
sterilization of any mentally diseased, feeble- 
minded, or epileptic patient who, unless op- 
erated on, might have a child with a ten- 
dency to serious mental disease or deficiency, 
when such sterilization would be for the 
public good. It is also made the duty of 
each county superintendent of public wel- 
fare to institute proceedings for the sterili- 
zation of such persons who are not inmates 
of state institutions. 

The Eugenics Board considers the evi- 
dence indicating the desirability of the op- 
eration and decides whether it falls within 
the causes specified in the law. The patient, 
or his parent or guardian, may appeal to the 
courts should he be dissatisfied with the rul- 
ing of the Board. 

North Carolina’s Eugenics Board, at the 
end of 1945, reported a total of 1722 sterili- 
zations. For a large proportion of these in- 
dividuals this operation has meant release 
from segregation which would not otherwise 
have been possible. These releases have re- 
sulted in a corresponding reduction in the 
drain on the taxpayer’s resources, and have 
shown the foresightedness of those who 
passed the law. While this number of steril- 
izations is a real accomplishment for the 
state, there are indications that the protec- 
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tion of this law might well be carried fur- 
ther. 

A North Carolina Committee on the Prob- 
lem of the Feebleminded™ estimated that 2 
per cent of North Carolina’s inhabitants fall 
in this classification. Applying this estimate 
to the pepulation shown by the 1940 census 
indicates that there are 71,000 feeble-minded 
persons in the state. More recently the North 
Carolina Governor’s Commission appointed 
to study the care of the insane and the men- 
tal defectives” selected a town in the county 
which they considered most typical of the 
state. A careful study of its 1188 school 
children showed that 4.5 per cent were men- 
tally defective. ‘‘According to the State De- 
partment of Education,” the report con- 
tinues, “there were in the school year, 1934- 
35, 616,314 white children enrolled in the 
public schools of North Carolina. Applying 
the percentage of 4.5 per cent to this number 
we find 27,734 mental defectives in the 
state’s white school population.’”’ Obviously 
this figure is only a part of the total number 
of mental defectives. When the adults and 
Negroes are included, the number would 
exceed the previous estimate of 71,000. The 
entire sterilization program under the. Ku- 
genics Board, therefore, has touched less 
than 1 in 41 of the potential parents who 
are mentally defective. 


Comparison with Other States 


Comparison with other states is made pos- 
sible by the statistics collected by the Human 
Betterment Foundation of California, and 
more recently by Birthright, Inc., the na- 
tional organization for education in this 
field’. These statistics show that at the end 
of 1945, California and Virginia had been 
the most active states, with 17,835 and 4,958 
operations carried out under their steriliza- 
tion laws. For accurate comparison, how- 
ever, the relative populations of the states 
must be taken into account. The numbers of 
tubectomies per 100,000 population have, 
therefore, been calculated and are shown in 
figure 1. Delaware leads, with a rate of 
250 operations per 100,000 inhabitants. Cali- 
fornia has used the procedure nearly as ex- 
tensively, with a rate of 231. Virginia oc- 
cupies third place, with a rate of 175. North 
2. Report of the Committee on Caswell Training School in 

Its Relation to the Problem of the Feebleminded of the 

State of North Carolina, Raleigh, 1926. 

3. A Study of Mental Health in North Carolina, Report to 
the North Carolina Legislature of the Governor's Com- 
mission, appointed to study the care of the insane and 


mental defectives, 1987. ’ 
4. Birthright, Incorporated, Box 441, Princeton, N. J. 
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Carolina, with 45 sterilizations per 100,000 
population is the fifteenth state, being pre- 
ceded by Delaware, California, Virginia, 
Kansas, Oregon, North Dakota, South Da- 
kota, New Hampshire, Minnesota, Utah, 
Vermont, Nebraska, Michigan, and Wiscon- 
sin. 

When we consider only the operations per- 
formed in the twelve months of 1945—the 
last year for which comparative data are 
available—North Carolina, with a rate of 
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Table 1 


Sterilizations Reported by State Institutions as 
Carried Out under the Eugenic Sterilization Laws 
of the Various States 


Compiled from Reports of the Human Betterment 
Foundation and Birthright, Inc.* 


Total 


Slerilizations Sterilizations per Year 


Jan, L 1946 1941-1945 1945 

per 100,000 per 100,000 per 100,000 

Population* Population* Population’ 
Del. 250 Cal. 8.6 Del. f Pi aie 
Cal. 231 Va. 7.5 Va. 6.3 
Va. 175 Del. 6.4 Cal. 5.7 
Kan. 165 Utah 5.8 N.H. 4.0 
Ore. 145 Kan. 5.4 Utah 3.8 
N. D. 113 N. D. 5.4 Ind. 3.5** 
Ss. D. 107 Ore. 4.4 ND. 834 
N. H. 105 Neb. 4.0 N.C. 3] 
Minn. 75 N. 4.0 Ga. 2.8** 
Utah yf N. C. 3.8 Vt. 2.2°" 
Vt. 68 SD. aT Ore. 2.1 
Neb. 51 Ind. 2.5 Iowa 2.0 
Mich. 48 Iowa 2.4 Kan. 1.8 
Wis. 47 Wis. 28 Wis. 1.8 
N.. ©; 45 Minn. 2.3 Se 0. 1.6 
Ind. 42 Ga. 2.0 Mich. 1.6 
Wash. 3 Mich. 1.9 Neb. 1.3 
Mont. 88 Vt. 1.6 Minn. 0.4 
Conn. 28 Mont. 1.0 Miss. 0.4 
Miss. 26 Conn. 0.8 Mont. 0.4 
Maine 25 Maine 0.7 Maine 0.2 
Iowa 25 Okla. 0.6 Conn. 0.1 
Okla. 24 MG, 0.4 
Ga. 14 Miss. 0.4 
Ala. 8 
a 4 
Ariz. 4 
Idaho 3 


W. Va. Z 


* Population extrapolated from 1930 and 1940 censuses, 
1945 rate greater than 1941-1945, 


3.1 per 100,000, is higher on the scale, oc- 
cupying eighth place. The state is preceded 
by Delaware, with 7.1; Virginia, 6.3; Cali- 
fornia, 5.7; Vermont, 4.0; Utah, 3.8; Indi- 
ana, 3.5; and North Dakota, 3.4. 

That the larger numbers of persons con- 
sidered suitable candidates for sterilization 
in other states are not due to higher propor- 
tions of mental deficiency is suggested by the 
findings of the Selective Service”). In an ex- 
tensive sampling, the proportion of rejec- 
tions among selectees was found to be higher 
in North Carolina than in any other state. 
The most frequent cause for rejection was 
mental impairment. 

The favorable accomplishments of a steril- 
ization program are shown by Butler’, 
5. Physical Examination of Selective Service Registrants 

During Wartime, April, 1942—December, 1943, Medical 

Statistics Bulletin No. 8, National Headquarters, Selective 

Service System, Washington, D. C., 1944. 

6. Butler, F. O.: A Quarter of a Century’s Experience in 


Sterilization of Mental Defectives in California, Am. 
Ment. Deficiency 49:508-518 (April) 1945. 
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who estimates that for the Sonoma State 
School in California alone it has resulted in 
an annual saving of $650,000, with a corres- 
ponding increase in freedom for former in- 
mates. 

The continued and effective use of steril- 
ization in a greater degree by other states 
suggests that North Carolina might well 
apply the procedure more extensively for 
the protection of its present and future gen- 
erations. 


The Physician's Responsibility 


It may seem that this prophylactic meas- 
ure is of little concern to the average physi- 
clan, Who treats few mental cases and none 
which are under state control. Indirectly, 
however, there is much that he can do to 
assure the more widespread use of this bene- 
ficial measure. The physician understands 
that tubectomy is not a mutilating operation. 
The layman, however, acquainted only with 
castration, the veterinary form of steriliza- 
tion, fears complete loss of sexual powers 
and suffers vicariously at the thought of the 
sterilization of relatives or fellow citizens. 
If every doctor in the state would see that 
his patients understand what is so obvious 
to him, superintendents of state institutions 
and of county welfare agencies, who must 
reflect public opinion, would have much less 
hesitancy in recommending the operation in 
appropriate cases. What is even more im- 
portant—since the law is seldom ‘enforced 
if the patient or his parents object—, con- 
sent would be much more readily obtained. 


Conclusions 


North Carolina’s law permitting steriliza- 
tion of the insane or mentally deficient has 
been applied to 1722 individuals, or 45 per 
100,000 population. 

Since this number represents less than 1 
in 41 of the mentally deficient population of 
the state, and since other states have found 
it desirable to use the operation in a much 
greater proportion of cases, this prophylac- 
tic measure might well be more extensively 
applied in North Carolina. 

Kach physician in the state can help make 
this more widespread application possible by 
letting his patients know that, except for the 
impossibility of parenthood, sterilization in- 
volves no change in sexual functions or 
characteristics. 








99 NORTH CAROLINA MEDICAL JOURNAL 


“oe 


SOME FACTORS CONCERNING 
STERILIZATION BASED UPON A 
STUDY IN ORANGE COUNTY, 
NORTH CAROLINA 


TEORGE H. LAWRENCE* 
CHAPEL HILL 


During the summer of 1945 the State Eu- 
genics Board began a study in Orange 
County in an effort to find out as specifically 
as possible the extent of mental disease and 
mental deficiency in a fairly typical North 
Carolina county, and to secure as many per- 
tinent data as might be available on each in- 
dividual classified as mentally ill or mentally 
defective. Although the Eugenics Board, by 
reason of its official duties, is particularly 
interested in securing information bearing 
directly upon sterilization, it is also con- 
cerned with the total problem of the mental- 
ly diseased and the mentally deficient. It is 
hoped, therefore, that the Orange County 
study will bring to light several factors ap- 
plicable both to the problem as a whole and 
to the program of sterilization, which is such 
an important part of any well balanced plan 
for the treatment and prevention of mental 
disease and mental defect. 

At the outset, it must be stated that the 
study is by no means completed, and even 
though it is expected that a report of find- 
ings will be submitted in June, there is still 
much that could be done in the matter of se- 
curing additional data from many and vari- 
ous sources which have presented them- 
selves. At this time, however, it is possible 
to present some of the principal findings in- 
dicated by the data already at hand. 

The present population of Orange County 
is approximately 24,000. If the ten most 
populous of the state’s one hundred counties 
are excluded, Orange would be about aver- 
age for all the rest in regard to many cri- 
teria, such as population, Negro-white ratio, 
per capita wealth, farm and industry, and 
taxable wealth. 

The study has attempted to gather re- 
corded data on individuals who have been 
declared by presumably competent authori- 
ties to be either mentally diseased or mental- 
ly deficient. The records consulted include 
those of the Eugenics Board, the Division of 


Read befors the Section on Public Health and Education, 
Medical Society of the State of North Carolina, Pinehurst, 
May 3, 1946, 


* Field Secretary, North Carolina Eugenics Board. 
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Psychiatric and Psychological Services of 
the State Board of Public Welfare, the com- 
mitments of the Clerk of the Superior Court 
to the State Hospitals, the State Hospitals, 
Caswell Training School, Selective Service 
Board, Public School Group Mental Tests, 
the Department of Public Health, the De- 
partment of Public Welfare, and the Emer- 
gency Relief Administration of Orange 
County. 


Selective Service Rejections 


A study of the Selective Service records 
shows that up to August, 1945, approxi- 
mately 6,000 men between the ages of 18 
and 38 had been registered in Orange 
County. Of these, 2,431 were accepted for 
military service, 1,460 were rejected, and the 
remainder, about 2,100, were deferred for 
various reasons. Of the 1,460 rejections, 
622, or 42.3 per cent, were for some sort of 
mental impairment. The diagnoses in these 
622 cases were as follows: 


No. Per Cent 
Mental deficiency or borderline...... 357 57 
| ee 154 25 
Constitutional psychopathic state .. 67 11 
Epilepsy .............. ee OP ne Pera 28 4% 
I I ii iad, ccapicabiinecnn 16 2% 


It will be noted that 57 per cent of all the 
rejections on a mental basis were for mental 
subnormality. This figure may be too high, 
because 133 of the 357 were rejected on the 
grounds that they failed “to meet minimum 
intelligence standards.” It is understood 
that this classification was often used at the 
induction centers when the primary cause 
for rejections was really illiteracy. Also be- 
cause of various changes in regulations and 
quotas, the standards for acceptance into 
military service have not been consistently 
uniform. On the other hand, it is known that 
a considerable number of men accepted for 
military service subsequently failed to meet 
the test and had to be discharged. Unfor- 
tunately for the study, it was impracticable 
to secure data on those so discharged. In 
view of this factor it is possible that the 
number listed as mentally ill or defective is 
actually a minimum; this possibility is 
strengthened by the fact that, in men re- 
jected for some obvious physical disability, 
the mental condition was often not seriously 
considered. 

. Since a typical characteristic of the men- 
tal defective is inability to meet the demands 
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of everyday living, it is not surprising that 
167, or almost 47 per cent, of the 357 re- 
jectees classified as mentally subnormal 
were members of families who have been 
clients of the County Department of Public 
Welfare. One hundred thirty-four, or 38 
per cent, had court records. 

Later the Eugenics Board plans to analyze 
the Selective Service data concerning the 
psychoneurotics, the constitutional psycho- 
pathics, the epileptics, and the mentally dis- 
eased. 

Data from Other Sources 


Thus far, data have been compiled, from 
the several other sources previously men- 
tioned, on 336 individuals between 18 and 3 
exclusive of the Selective Service Board re- 
jectees. Of this number there are 233 defi- 
nitely classifiable as mental defectives, 88 as 
mentally diseased, and 15 who have been 
sterilized because of physical defects, on the 
recommendation of the Department of Pub- 
lic Welfare. Thirty-three others out of the 
total of 336 have been sterilized under the 
authority of the Eugenics Board. 

The group testing of all elementary school 
children in the county is still in process. Of 
the 2,900 thus far tested, 439—slightly more 
than 15 per cent—were found to have an 
intelligence quotient below 70. One hundred 
and eleven, or 3.8 per cent, had an I.Q. of 60 
or less. These figures do not take into ac- 
count the number of children absent on the 
days of testing, or not attending school be- 
cause of mental deficiency. Obviously, not all 
of the school children with an I.Q. below 70 
would be classified as feebleminded if indi- 
vidual tests were made. At this stage of in- 
complete analysis, however, it appears prob- 
able that the results will confirm those of a 
study made of approximately 2000 school 
children in another North Carolina county 
in 1937, which indicated a higher proportion 
of mental defectives than had been shown in 
similar studies in other sections of the na- 
tion’. It is realized that the validity of the 
school tests as applied to Negroes may be 
questioned, as the tests were developed and 
standardized chiefly upon the basis of white 
children. 


The Problem of Mental Deficiency 
Although the findings of the study do not 


1. A Study of Negro and White Pupils in Piedmont North 
Carolina, Special Bulletin No. 16, North Carolina State 
Board of Public Welfare, 1938. 
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minimize the problems of the psychoneu- 
rotic, the constitutional psychopathic, and 
the psychotic groups of the population, they 
do emphasize the immensity of the problem 
of the mental defectives, who, though a less 
spectacular group, constitute a tremendous 
burden upon society. The results of the 
study thus far clearly indicate that mental 
defectives tend to have large families, sev- 
eral members within the family group often 
being affected; that their economic status is 
usually low, and their physical health poor. 
The incidence of court cases and of depend- 
ence upon public relief is high among this 
group. The proportion of mental defectives 
is higher among rural than among urban 
dwellers, and higher among Negroes than in 
the white population. 


North Carolina’s Sterilization Law and 
the Medical Profession 


North Carolina has a good and workable 
sterilization law; it applies only to the men- 
tally diseased, the feebleminded, and the 
epileptics. The Eugenics Board is conserva- 
tive in its consideration of the cases officially 
brought before it, and the required proced- 
ures are as careful as can possibly be de- 
vised. Almost all cases coming to the atten- 
tion of the Eugenics Board are by consent 
of the patient or the next of kin. The county 
superintendent of public welfare is the offi- 
cial petitioner for cases referred by the 
county; the initiation of proceedings in the 
case of an inmate of a state institution is 
the responsibility of the institutional head. 
Sterilization for physical defects is not gov- 
erned by legislation, and therefore is left 
entirely in the hands of members of the 
medical profession. The law itself contains 
the following provisions”: 

“Nothing contained in this act shall be construed 
so as to prevent the medical or surgical treatment 
for sound therapeutic reasons of any person in this 
state by a physician or surgeon licensed in this 
state, which treatment may incidentally involve the 
nullification or destruction of the reproductive func- 
tions.” 

“That nothing in this act shall, in any way, in- 
terfere with any surgeon in the removal of dis- 
eased pathological tissue from any patient.” 

It has been the experience of several pub- 
lie welfare workers that a considerable num- 
ber of the mentally defectives and their close 
kinsmen would be favorable to the idea of 
sterilization if they understood the medical 
implications. Practitioners of medicine are 


North Carolina Sterilization Law, 35:52; 35:56. 
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certainly in a much better position than pub- 
lic welfare workers to provide an acceptable 
explanation of the different types of oper- 
ations and their effects, especially in the 
matter of distinguishing between castration 
and sterilization. Would it not be a wise and 
humane undertaking for physicians and sur- 
geons to explain the procedure and urge 
sterilization for their mentally defective pa- 
tients? It is a rather simple matter for the 
doctor then to refer such patients to the sup- 
erintendent of public welfare. 

In one of the case studies in Orange 
County is found the following statement by 
a local physician: 

“Mrs. X., who is 24 years old, has given birth to 
eleven children, of whom four are living. The first 
and last were stillbirths. Live twins and triplets 
were born in less than one year. Six children were 
born in about one year and nine months. 

“The economic status is such that it is difficult to 
feed and clothe the four living ones. Both mother 
and father are mentally sub-normal. 

“In my opinion a sterilization operation would 
accomplish definite good.” 

One wonders why this physician had taken 
no earlier action, especially since he had at- 
tended the previous births. Actually, his 
statement was given at the request of the 
Public Welfare Department, which had been 
called upon for emergency hospitalization 


for Mrs. X. 
Conclusion 


In spite of the findings of the Orange 
County study, the Eugenics Board has no in- 
tention of advocating a wholesale program 
of sterilization. It is believed that much 
good can be accomplished, however, by 
greater enlightenment of the public, and by 
the increased use of the existing channels 
for sterilization. Surely sterilization is an ex- 
ceedingly important part of any well round- 
ed program for combatting the problems 
of mental deficiency and mental disease. 





Rehabilitation of the psychoneurotic patient, what- 
ever the source of the neurosis, is specifically a med- 
ical problem. Although the medical man is burdened 
with social and professional responsibilities, out of 
this war he is to inherit broader problems which 
heretofore he has almost been able to avoid. It is not 
sufficient to treat the physical ailments of our pa- 
tients; we are now to realize our full responsibility 
in treating their emotional problems as well. Since 
the physician is the only individual trained to under- 
stand physiologic and emotional disturbances he is 
the natural choice for this study. Failure to recog- 
nize and accept this responsibility is likely to bring 
the profession face to face with serious disapproval 
on the part of lay critics —John D. Campbell: Every- 
day Psychiatry, Philadelphia, Lippincott, 1945, p. 
311. 
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AGLOSSIA CONGENITA 
Report of a Case without Other 


Congenital Malformations 
R. K. FARRINGTON, M.D. 
THOMASVILLE 


Aglossia, or complete congenital] absence 
of the tongue, is extremely rare. The first 
case was reported by de Jussieu in 1770. The 
second case was reported by Spiller about 
1816. These seem to be the only authentic 
cases of congenital absence of the tongue 
without other abnormalities that have been 
reported in the medical literature”. To these 
I wish to add a third case. 


Case Report 


J.F.T. was born October 10, 1924. Delivery was 
normal, and the baby weighed 10 pounds at birth. 
A short while after delivery it was noted that the 
baby could not open his mouth, and cried as if he 
had something in it. The attending physician, Dr. 
Charles H. Phillips, found that a fibrous band about 
2 mm. in diameter, extending from the floor of the 
mouth to the back part of the hard palate, prevented 
the mouth from being opened. This band was sev- 
ered without bleeding, and it was immediately noted 
that the baby did not have a tongue. 

The baby was fed with a spoon, and was able to 
swallow normally without strangling. In a few days 
he learned to nurse a bottle with a soft nipple. In 
the act of nursing, the cheeks went in and out like 
a pair of bellows. The baby soon began to vomit a 
great deal; the description given by his mother sug- 
gests pyloric stenosis. At the age of 6 months he 
weighed only 6 pounds, but after that he began to 
improve and to develop normally. He did not walk 
until he was 2 years old. 

The patient had bronchial pneumonia once a year 
for the first three years of life. He had the usual 
diseases of childhood, but no serious illness after 
the age of 3. The dentition of the deciduous teeth 
was perfectly normal, but the permanent teeth were 
small and irregular and began to decay very early, 
some. of them showing decay when they erupted. 
Within the past year all teeth have been extracted 
and plates are worn satisfactorily. 

The father is now 57 and the mother 46. The pa- 
tient has two sisters, aged 24 and 13 years. All these 
members of his family are living and well, and all 
are normal. 

When I examined the patient at the age of 20, he 
was 71 inches tall and weighed 148 pounds. He was 
well developed and well nourished. The general 
physical examination was entirely negative, except 
for the structures in and around the mouth. The 
face appeared very sharp and narrow below the 
superior maxillary bones, and the chin was some- 
what receding (fig. 1). When the mouth was opened 
(fig. 2), marked hypertrophy of the submaxillary 
and sublingual glands was noted. The sublingual 
ridges were very prominent and appeared to be 
hypertrophied. The throat seemed to be round; look- 
ing down it was like looking down a tube with a 
notch in the bottom, through which the epiglottis 
‘1.' Rosenthal, Robert: Aglossia Congenita; Report of a Case 


of the Condition Combined with Other Congenital Mal- 
formations, Am. J. Dis. Child. 44:383-389 (Aug.) 1932. 
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Fig. 1. Front and side views of the patient with 


his dentures removed. 


Fig. 2. Photograph of the oral cavity. 
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could be seen. There was no vestige of a tongue and 
no other masses, muscular or otherwise, which 
would suggest even the rudiment of a tongue. The 
tissue in front of the epiglottis was whitish-grey, 
and had the appearance of scar tissue. No vestige 
of the fibrous band which was cut at birth remained. 
The tonsils were present and normal. The uvula was 
present, but was rather short. 

On examination of the neck, the hyoid bone ap- 
peared to be perfectly normal, but both the hyoid 
bone and the larynx seemed to be somewhat higher 
than they should be, and the larynx was flattened 
and wider than normal. 

This boy is able to chew normally with a rotary 
motion of the lower jaw; occasionally he has to use 
his finger to shift a bolus of food from side to side, 
but he never uses the finger to aid in swallowing. 
His speech is fairly normal. The only letter of the 
alphabet with which he has any difficulty is the let- 
ter “Q”; this sounds like “to.” His sense of taste is 
not impaired. 


Comment 


Although this is only the third case of 
complete aglossia congenita without other 
congenital malformations to be reported in 
the literature, patients whose tongue has 
been amputated because of malignancy or 
has been lost by gangrene from smallpox 
have been observed more frequently. In 
these cases the speech development has been 
much the same as in the case reported above. 
The sense of taste has not been impaired in 
any of the reported cases of complete 
aglossia congenita. 

I am indebted to Mr. Robert D. Little of Duke 
University for making photographs of this patient. 





THE TREATMENT OF ACUTE 
ANTERIOR POLIOMYELITIS 


ROBERT B. LAWSON, M.D. 
WINSTON-SALEM 


During the past few years numerous 
articles in the scientific literature have dis- 
cussed the relative merits of the “Kenny” 
treatment of poliomyelitis and the vaguely 
defined “orthodox” treatment. At the same 
time a nation-wide press campaign, and now 
an extraordinary moving picture, have been 
devoted to glorifying this apparently revolu- 
tionary “Kenny” treatment. 

In order to clarify our ideas so that we 
can better evaluate therapeutic results, it is 
desirable to review the available literature 
on this subject. This paper presents the re- 
sults of such a review, together with per- 
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sonal observations on the present methods 
of treatment for poliomyelitis. 

Over the period of the last thirty-odd 
years, numerous methods of treatment have 
been recommended and then dropped as time 
has shown that the apparent good results 
from each have been fortuitous. The most 
striking example of this unwarranted en- 
thusiasm was in the use of convalescent se- 
rum. For a few years in the early ’thirties 
it was considered mandatory to give con- 
valescent serum to patients with so-called 
“pre-paralytic” poliomyelitis. Uncontrolled 
studies on the use of convalescent serum had 
created the fixed impression that paralysis 
could be prevented if serum was given early 
in the disease. As the popularity of serum 
grew, many physicians did not dare to omit 
the use of serum, even though there was no 
convincing proof of its value. It was not 
until carefully controlled studies were car- 
riea ouc by giving serum to alternate pa- 
tients that this method of therapy was 
shown to have no value. Despite these 
studies, convalescent serum is still being 
given in many centers with the idea that at 
least nce harm will result. Other specific 
therapeutic agents, such as Rosenow’s horse 
serum, have also been tried and found want- 
ing. The newer chemotherapeutic and anti- 
biotic agents, such as the sulfonamides and 
penicillin, have all proved to have no effect 
on the poliomyelitis. 

It is easy to see why specific sero-therapy 
has been unsuccessful when we consider the 
intracellular site of virus proliferation, 
which gives added protection to the virus. 
The quest for a therapeutic agent will go on, 
however, and almost surely will be rewarded 
by ultimate success. 

In our present state of ignorance the 
treatment of poliomyelitis resolves itself 
around non-specific measures aimed at mak- 
ing the patient more comfortable, limiting 
spasm and contractures of the muscles, 
muscle re-education, and the correction of 
existing deformities. This last aim is a 
purely orthopedic problem which does not 
fall into the scope of this paper. 


Theoretical Basis of Treatment 


Although the exact pathways taken by the 
poliomyelitis virus are not completely under- 
stood, it is accepted by almost all workers 
in this field that the main effect of the virus 
is on the anterior horn cell. Some of the cells 
may be destroyed completely, others may be 
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temporarily knocked out, and many may es- 
cape damage completely. It is the number 
and location of the cells destroyed which de- 
termine the degree of final paralysis. Path- 
ologic studies in experimental animals (mon- 
keys and chimpanzees) have shown that ex- 
tensive neuronal destruction may occur with- 
out paralysis, presumably because the num- 
ber of neurons destroyed in any one area is 
insufficient to cause detectable paralysis of 
the muscles served by that area. On the 
other hand, destruction of a limited number 
of neurons in one small area of the cord, if 
there are not sufficient surviving neurons in 
that area, may cause paralysis of the muscle 
group served. 

The reason for muscle spasm is not clearly 
understood. Recent evidence indicates that 
it is due to the effect of the virus on the 
higher neuron centers. It is very doubtful 
that it is due to the direct action of the virus 
on the muscles, but there may be an indirect 
mechanism, as yet unexplained, that does 
play a role. - 

Although there is disagreement about 
some of the details of the theory given above, 
the only flat contradiction of it has come 
from Miss Kenny and her main co-worker 
in this country, Dr. Pohl”. Miss Kenny, who 
used to say that there was no such thing as 
paralysis due to nerve destruction, now ad- 
mits that nerve cells can be destroyed, but 
states that this destruction is secondary to 
disease in the peripheral structures, includ- 
ing the skin, subcutaneous tissues, fascia, 
and muscles. She believes that paralysis re- 
sults from the spasm in the muscles, and 
from physiologic interference with nerve im- 
pulses—her so-called “mental alienation” and 
“incoordination.”” Although there is much to 
disprove her hypothesis, this fact is of little 
importance in evaluating therapeutic re- 
sults. Even if we agreed with Dr. Pohl that 
the results of Miss Kenny’s treatment are 
“far superior” to the results of others, we 
would not have to accept his rather naive 
conclusion that her theory of the pathogene- 
sis of the disease is therefore more reason- 
able"), 


1. Pohl, J. F., and Kenny, E.: The Kenny Concept of In- 
fantile Paralysis and Its Treatment, Minneapolis, Bruce 
Publishing Co., 1943. 

2. Pohl, J. F.: The Kenny Concept and Treatment of In- 
fantile Paralysis, Journal-Lancet 65:265-271 (Aug.) 1945. 
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Comparison of the Kenny and Orthodox 
Methods of Treatment 


It is not necessary to dwell on Sister 
Kenny’s claims of originality. It is quite 
true that her theories are original, but it is 
also true that they are not accepted. It has 
been pointed out that all of her therapeutic 
measures of positioning in bed, hot applica- 
tions, and early muscle reeducation have 
been described before and used extensively 
in one clinic or another. It is not fair to 
Miss Kenny, however, to claim that nothing 
is new in her scheme of treatment, for it is 
undeniable that these methods had given 
way in recent years to prolonged immobili- 
zation in splints or casts, followed by late 
muscle reeducation. A few people never 
adopted the use of casts and extensive splint- 
ing, but the majority had done so before 
Miss Kenny’s appearance. Now very little 
of this type of immobilization is being prac- 
ticed. 


Table 1 
Acute Febrile Stage (3-5 days): 
Key: Absolute rest; no exercises or physio- 
therapy. 
Kenny: Absolute rest; hot packs: passive mo- 


tion; no muscle examination. 


Stage of Tenderness and Contracture 
(3 weeks-3 months) 


Key: Immobilization of paralyzed muscles in 
casts or splints; no active motion; res- 
pirator. 


Kenny: Hot packs; muscle reeducation: no res- 
pirator; patient flat in bed with foot- 
board. 


Convalescent Stage: 

Key: Muscle training: radiant heat; massage; 
corrective appliances for contractures; 
underwater exercises. 

Kenny: Muscle training; tendon stretching; hot 
packs for contractures; no swimming or 
bicycling. 


Chronic Stage: 

Key: Correction of deformities by muscle 

transplants and stabilization; braces. 

Kenny: Operations and braces—rarely. 

Table I presents a comparison of the 
Kenny treatment™ and the method of ther- 
apy outlined by Key® of St. Louis—an ex- 
ample of the ‘orthodox’ treatment... When 
these two approaches to therapy are com- 
pared, it is apparent that there is much 
more similarity than dissimilarity. Both Dr. 
Key and Sister Kenny insist on absolute rest 





3. Key, J. A.: Reasons Why the Orthodox Is Better than 
the Kenny Treatment of Poliomyelitis, Surg., Gynec. & 
Obst. 77:389-396 (Oct.) 1943. 
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Table 2 


Anterior Poliomyelitis: Mortality and Recovery Statistics 


Year Author Location 
1916 Ogilvy) Brooklyn 

1982 Henry) Philadelphia 
1934 Meals and Hauser‘? Los Angeles 
1937 Hamilton‘®) Australia 

1941 Donovan and Bowman™®) Manitoba 

1941 Adamson and Dubo!!9) Manitoba 

1941 Lenhard(®!) Maryland 

1948 Sherman(!?) Chicago 
1940-44 Pohl) Kenny Institute 
1944 Roper(!8) Virginia 

1944 Board of Health ™*) North Carolina 


in the early period. In the stage of tender- 
ness and contracture, casts and splints are 
used to cbtain immobilization in the one 
method; in the other the splints are replaced 
by carefully controlled positioning in bed, 
and almost complete immobilization is ob- 
tained by bulky hot packs. The methods of 
muscle reeducation are very similar in both 
systems, although it is begun earlier by Miss 
Kenny. 

The chief differences are that muscle re- 
education, including passive motion of the 
extremities, is started earlier in the Kenny 
program; that immobilization is much more 
complete in Dr. Key’s method; and that Miss 
Kenny treats contractures by application of 
heat and tendon stretching rather than by 
corrective appliances. There are many minor 
variations in the technique of treatment, of 
course, but it does not seem that many of 
them are important. Many different meth- 
ods of treatment between these two extremes 
have been used over the past thirty years. 
Some men, such as Toomey") in Cleveland, 
carried out a program of treatment very 
similar te Miss Kenny’s for years before her 
advent. At the present time most medical 


1. Toomey, J. A.: The Early Treatment of Poliomyelitis, J. 
Pediat. 21:353-373 (Sept.) 1942. 

5. Ogilvy, C.: A Report of a Group of One Hundred and 
Ten Cases of Poliomyelitis, J.A.M.A. 69:691 (Sept. 1) 
1917. 

6. Henry, J. N. and Johnson, G. E.: Acute Anterior Polio- 
myelitis in Philadelphia, J.AM.A. 103:94-100 (July 14) 
1934, 

7. Meals, R. W., Hauser, V. F.. and Bower, A. G.: Polio- 
myelitis—The Los Angeles Epidemic of 1934, Calif. & 
West. Med. 43:123 (Aug.); 215 (Sept.) 1935. 

8. Hamilton, D. G.: Acute Anterior Poliomyelitis: A Review 
of 250 Cases in Sydney During the 1937-38 Epidemic, 
M. J. Australia 1:148-156 (Feb, 3) 1940. 

9. Donovan, C. R. and Bowman, M.: Some Epidemiological 
Features of Poliomyelitis and Encephalitis, Canad. Pub. 
Health J. 83:246-257 (June) 1942. 

10. Adamson, J. D. and Dubo, S.: A Clinical Study of Acute 
Poliomyelitis, Manitoba, 1941, Canad. Pub. Health J. 383: 
259-274 (June) 1942. 

11. Lenhard, R. E.: The Results of Poliomyelitis in Balti- 
more, J. Bone & Joint Surg. 25:132-141 (Jan.) 1943. 

12. Sherman, M. S.: The Natural Course of Poliomyelitis, 
J.A.M.A. 125:99-102 (May 13) 1944. 

13. Roper, L. J.: Observations on the 1944 Epidemic of Polio- 
myelitis in Virginia, South. M. J. 39:344-852 (April) 1946. 

14. Personal communication. 





Degree of Recovery in Living Cases 


No. Cases Mortality Complete to Good Fair to Poor 


110 17.3% 85.0% 15.0% 
605 13.2% 67.0% 33.0% 
1800 80.0% 20.0% 
252 1.0% 72.0% 28.0% 
966 1.8% 
408 85.3% 14.7% 
296 3.0% 82.0% 18.0% 
70 8.6% 79.0% 21.0% 
364 6.3% 84.0% 16.0% 
826 8.0% 78.7% 21.3% 
878 4.8% 


centers have adopted treatment schemes 
which are very similar to the approved 
Kenny method. 


Comparison of the Results of Treatment 


It is of interest to compare, if possible, 
the results of treatment by these various 
methods. One cannot be dogmatic about such 
a comparison, for each investigator has a 
different method of evaluating results. How- 
ever, a review of all the available articles 
which include specific figures shows the 
therapeutic results listed in table 2. Mor- 
tality rates over the past thirty years have 
varied and there has been some variation 
in end results, but there appears to be no 
really significant difference in results ob- 
tained by the various methods. Evaluation 
of these statistics is made difficult by the 
lack of reference standards, and especially 
by the fact that there is no way of knowing 
how many of the patients in each series were 
never paralyzed. It is well known that 40 
per cent to 80 per cent of patients with polio- 
myelitis never show paralysis regardless of 
the treatment, and therefore can hardly be 
considered as “cures.” Miss Kenny will not 
allow muscle examinations at the onset of ill- 
ness, however, and therefore claims all her 
patients who are not permanently paralyzed 
as cures. 

The widely publicized figures of 87.4 per 
cent recoveries with the Kenny treatment 
against 13 per cent recoveries with orthodox 
treatment are little short of fraudulent”. 
Miss Kenny’s figures are without reference 
to the presence or absence of paralysis at 
the onset, whereas McCarroll’s figures are 
based on patients hospitalized because of 
15. Kenny, E.: Poliomyelitis: Contrast Between the Kenny 


and Orthodox Concepts with Results of Treatment, J. 
Mich. State M. Soc. 43:673 (Aug.) 1944. 
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residual paralysis“. It is obvious that one 
cannot compare two such series of patients. 
When all types of patients with poliomyelitis 
are included, other investigators have re- 
ported even better mortality rates and ap- 
proximately the same recovery rates as those 
from the Kenny Institute. 

It is apparent that the first fairly satis- 
factory statistics from the Kenny Institute 
fail to prove any superiority for this method 
of therapy. I for one, however, would not 
go back to the period of long immobilization 
in casts. Dr. Pohl is very enthusiastic about 
the lack of deformities and the improvement 
of body mechanics in patients treated by the 
Kenny method, and I have the impression 
from seeing some of these patients that he 
is right. It is impossible to agree with Miss 
Kenny’s pseudoscientific reasoning, but it 
does seem that her method of treatment is 
more comfortable for the patients and prob- 
ably makes the recovery of muscle function 
easier, since the peripheral tissues are kept 
in a better state of tone. Along with a fanat- 
ical devotion to their mentor, her technicians 
have acquired an extraordinary skill in 
muscle reeducation, and there is little doubt 
that their patients do obtain a maximum of 
functional efficiency. 


Recent Developments in Therapy 


The only other new development in ther- 
apy during the past few years has been the 
use of prostigmine and curare for the relief 
of muscle spasm. The latter is too danger- 
ous .to use at the present time, although it 
does warrant further study. The value of 
prostigmine is not well proven. Many well 
controlled studies will have to be made he- 
fore we can assess the worth of either of 
these drugs. 

Conclusion 


In conclusion, we must agree that the 
Kenny treatment is not the “atomic bomb” 
she claims. Statistically there is no proof 
of superiority as yet, and there is no evi- 
dence, nor suggestion of evidence, that the 
early use of the Kenny treatment will pre- 
vent the development of paralysis. Our clin- 
ical impression is, however, that the end re- 
sults in patients treated by her method are 
better than in those treated with prolonged 
immobilization. I believe that most of these 
16. McCarroll, H. R. and Crego, C. H. Jr.: An Evaluation of 


Physiotherapy in the Early Treatment of Anterior Polio- 
myelitis, J. Bone & Joint Surg. 23:851-861 (Oct.) 1941. 
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good results are due to the improvement in 
the patient’s general condition and to the 
meticulous and prolonged muscle reeduca- 
tion, rather than t6 any fundamental differ- 
ence in her conception of the disease. For- 
tunately most children with poliomyelitis 
will escape paralysis regardless of the meth- 
od of treatment employed, and even those 
who are paralyzed will improve if treated 
over long periods of time by experienced 
personnel. 





THE IMPORTANCE OF THE pH IN THE 
TREATMENT OF DISEASES OF 
THE VAGINA 


C. A. ANDERSON, M.D. 
BURLINGTON 


For years I have used lactose capsules in 
the treatment of vaginal infections when all 
other methods failed. In a large percentage 
of cases where the pH of the vagina was 
high, this method of treatment gave satis- 
factory results. In the more resistant cases 
Lactobacillus bulgaricus, which is a close 
cousin of the Doderlein bacillus, was added 
to the lactose capsule in the form of Bu-Tabs 
(Hynson, Westcott, and Dunning). 

In most cases this treatment produced a 
rapid fall in the pH, but in a few cases the 
fall was not permanent. The lactobacilli 
seemed to die. They were cultured in sterile 
milk and lactose to increase their vitality 
and to multiply their number, but this meth- 
od gave no better results than those follow- 
ing the use of the Bu-Tab. It was felt that 
the explanation was to be found in the vagi- 
nal mucosa, and accordingly, stilbestrol was 
given by mouth in conjunction with the Bu- 
lactose capsules by vagina. This combina- 
tion seems to reduce the pH satisfactorily 
even in the most resistant cases. 


Method of Treatment 


Stilbestrol is given in doses of 0.5 mg. 
daily for two weeks. After an interval of a 
week this treatment is repeated. Twice a 
week a Bu-Tab in an 8-Gm. capsule filled 
with lactose is inserted, large end foremost, 
high up in the vagina. Coating the capsule 
with KY jelly or slightly moistening (not 
wetting) it with water will make the inser- 
tion easier. A sanitary napkin should be 
worn for a day to catch any lactose that 
might escape. This self-treatment in the 
home is simple and easy. The capsules should 
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be kept in a glass jar in the refrigerator. 
The treatment should be continued for a 
month or more after apparent cure. 

The Bu-lactose treatment is most effective 
in cases where the vaginal pH is high. For 
determining the pH of the vagina, pH paper, 
a virgin speculum, and uterine forceps are 
used. The instruments should not be steril- 
ized with a disinfectant, as it may affect the 
test. The test paper is pressed against the 
vaginal wall and is then compared with the 
color chart. 

Case Reports 


The cases reported below illustrate the 
different conditions in which this method of 
treatment has been effective. 


Case 1 

Mrs. C.R., a healthy, 35-year-old woman, the 
mother of four children, had been treated for years 
for a rather profuse and troublesome vaginal dis- 
charge, without permanent relief. When she came 
to me, I mopped the vaginal wall thoroughly with 
2 per cent silver nitrate once a week, and instructed 
her to use a saline douche the next morning and to 
insert a lactose capsule twice a week. Within four 
months the vagina was normal. Four years later 
she returned with a mild recurrence of the dis- 
charge, which yielded quickly to treatment with the 
Bu-Tab in lactose capsules. 


Case 2 

Mrs. A. H. M., aged 53, complained of great weak- 
ness, pressure in the lower abdomen, and general 
depression. Her physician had told her that she had 
heart disease and might die suddenly. Her blood 
pressure was 210 systolic, 120 diastolic, but no defi- 
nite evidence of heart or kidney disease was found. 
The perineum and cervix were badly lacerated; the 
uterus was prolapsed, and there was a rather pro- 
fuse, troublesome discharge. The vaginal pH was 
more than 7. 

The vagina was thoroughly mopped with 5 per 
cent silver nitrate once weekly. A ring pessary was 
inserted to lift the uterus, and the patient was in- 
structed to use a hot douche with potassium perman- 
ganate for forty-five minutes daily. After three 
months of this treatment the discharge became 
slightly less troublesome, but the patient did not 
feel much better, and the pH remained above 7. 

On February 15, 1944, treatment with the Bu- 
lactose capsule was started. On February 23 the pa- 
tient entered the office with a broad smile and said 
she felt as though she could lift a house. The vagi- 
nal pH was 4. When she was last seen on April 20, 
1946, she said that she could do more work than her 
husky daughter. 

Case 8 

Mrs. J.C., a healthy, well nourished woman of 55, 
complained of a very troublesome discharge. The 
vaginal pH was more than 7. Bu-lactose capsules 
were used without any effect on the discharge or the 
pH, until stilbestrol by mouth was given along with 
Bu-lactose capsules by vagina. In a few days the 
vaginal pH was below 5 and the patient was feeling 
much better. 
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Case 4 

Mrs. J.H. had an inflamed vagina and a trouble- 
some discharge, with a vaginal pH of 7. Weekly 
treatments with silver nitrate and the use of Bu- 
lactose capsules gave apparently complete relief in 
a short time. The pH was reduced to 4%. Eight 
months later she returned with a moderate dis- 
charge. At that time the vaginal pH was 5. The 
use of silver nitrate weekly and prolonged hot per- 
manganate douches daily cleared up the discharge 
in a short time. It is difficult to say whether the 
normal pH was responsible for the rapid cure, or 
whether the douche cleared up the discharge by 
curing an‘old infection of the tubes. 


Case 5 


Mrs. R.S., a healthy looking woman of 55, the 
mother of four children, began having pains in her 
lower abdomen and back five years ago. For the 
past four months the pains had confined her to bed 
at intervals. During the past five years she had been 
examined by seventeen doctors, and had been x- 
rayed three times. No organic trouble was found. 


My examination was negative, except that the 
vaginal pH was above 7. The vagina looked healthy, 
and there was no discharge whatever. On December 
15, 1945, she was put on stilbestrol, 0.5 mg. daily, 
and was instructed to use two Bu-lactose capsules 
two times a week. She was completely relieved of 
pain within three days without any other treat- 
ment. On April 20, 1946, she reported that she had 
had no more pain, but that she was nervous and 
slept poorly. 


Prolonged Hot Douche 


If a patient has a chronic infection of the 
tubes, prolonged hot douches with normal 
saline or permanganate solution should be 
taken twice daily until the tubal involvement 
is cleared up‘. I first recommended that the 
patient use warm water in the douche bag 
until she had become accustomed to conitrol- 
ling the temperature, but I have since found 
it much more satisfactory to start with boil- 
ing water in the bag. The patient is in- 
structed to close the clamp until the water 
escapes in a slow trickle, then to wait ten 
minutes and test the temperature on the 
back of the wrist. 

The most striking result I have had with 
the prolonged hot douche was with a patient 
injured in delivery. A strong, muscular wo- 
man came in three months after the birth 
of her baby complaining of pain and great 
heaviness in the lower abdomen. She could 
not handle the baby or do any housework. 
The vaginal wall was so bruised, swollen, 
lacerated, and sensitive that it was not pos- 
sible to pass a speculum into the vagina. 
There were no signs of infection. Prolonged 
hot douches with normal salt solution were 
used for one hour twice daily. Within a week 


, 


1. Anderson, C. A.: Hot Douche, North Carolina M. J. 3: 
644-645 (Dec.) 1942. 
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the boggy congestion was cleared up, and the 
patient reported more than 50 per cent re- 
lief of pain. She is now ready for a repair 
operation. 

Conclusions 


The local use of capsules containing lac- 
tose and Lactobacillus bulgaricus, in con- 
junction with the oral administration of stil- 
bestrol, has proven quite effective in diseases 
of the vagina where a high pH is found. 

In patients with chronic infection of the 
tubes or lacerations of the birth canal, the 
prolonged hot douche has given excellent re- 
sults. 
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THE MANAGEMENT OF 
THE TOXEMIAS OF PREGNANCY 


One third of the maternal deaths in our 
state are due to toxemia of pregnancy. That 
these lives could all be saved is obvious from 
comparison with statistics in areas where in- 
tensive prophylactic maternal care has been 
instituted. Our record would be equally 
gratifying if we would prevent or interrupt 
pregnancy in women with hypertensive 
renal disease, would give prophylactic advice 
in regard to diet, weight gain and gen- 
eral hygiene, and would render adequate 
treatment when the earliest threat of pre- 
eclampsia appears. 

In order to manage any case of toxemia 
properly, one must have a full understand- 
ing of the underlying process. Until an ac- 
curate diagnosis of the basic etiology has 
been made, the proper treatment cannot be 
instituted. In the last issue of the JOURNAL, 
the various forms of toxemia were outlined 
and the diagnostic criteria of each were 
given. These criteria are briefly summarized 
in table 1, which also gives a note on the 
management of each type of hypertensive 
disease. 

No problem in medicine requires greater 
diagnostic acuity than this one, and no one 
physician should rely entirely on his own 
judgment. The moral and ethical code of our 

*Prepared by the Maternal Welfare Committee of 
the Medical Society of the State of North Carolina: 
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profession demands consultation for impor- 
tant decisions, especially when two lives are 
affected, as in most instances of toxemia of 
pregnancy. 

In the management of hypertensive com- 
plications of pregnancy, several cardinal 
principles should be remembered: 

1. TREATMENT MUST BE INSTITUTED AT 
THE FIRST SIGN OF TOXEMIA—tThe re- 
sponse to treatment is directly related to the 
severity of the disease when the treatment is 
begun. 

EARLY CONSULTATION IS ESSENTIAL. 

3. INADEQUATE TREATMENT IS LITTLE 
BETTER THAN NONE. 

4. THE IMMEDIATE AND REMOTE PROG- 
NOSIS IS DETERMINED BY THE UNDER- 
LYING DISEASE. 

5. HASTE MAKES WASTE, AND EXCESSES 
IN TREATMENT COST LIVES. 

6. TERMINATION OF PREGNANCY MAY 
END THE PROBLEM, BUT A FAVORABLE 
RESULT FOLLOWS ONLY IF THE COR- 
RECT TIME AND METHOD OF TERMINA- 
TION ARE SELECTED. 

7. HOSPITALIZATION IS ESSENTIAL FOR 
SEVERE CASES. 

These general principles will now be dis- 
cussed in more detail for each of the various 
types of toxemias. 

GROUP A.—Diseases Not Peculiar to Preg- 
nancy 

1. Hypertensive Disease (Hypertensive 

Cardiovascular Disease) 

(a) Benign (essential hypertension), 
mild, severe 

(b) Malignant 

The internist defines essential hyperten- 
sion as a disease for which no known cause 
can be found. It is not associated with de- 
monstrable changes in renal function until 
the condition becomes malignant. Although 
primarily a disease of young people, it is 
not often a complication of pregnancy, and 
the diagnosis is justified only when exhaust- 
ive studies of the patient reveal no evidence 
of renal disease. 

Obstetric opinion upon the management 
of this condition is somewhat divided. It is 
generally agreed that pregnancy aggravates 
the process, and that the benign form may 
become malignant during pregnancy. Wom- 
en with the disease should be discouraged 
from having children. Those determined to 
have a family should be permitted to be- 
come pregnant only if the condition is mild, 
and must be watched each week for signs of 
renal and cardiac failure. 
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Table 1 
| ; Physical Urinary 
Etiology History Course Findings Findings 
1. Hypertensive 
Disease 
| a. Mild Usually slowly |Nodemonstrable | Normal 
Blood pressure | increasing abnormalities 
| elevated before hypertension — hyper 
a= and at the be- ‘ntamiete 2 ee Selita. thse 
rinning of preg- : , 
b. Severe —— preg Rapid increase | Eyeground Albumin, red 
by twenty- changes; per- blood cells, 
; fourth week _|haps edema __| and casts _ 
2. Renal 
Disease 
a. Mild Nephritis or re- | Rising blood Blood pressure | Fixed specific 
current pyelitis, | pressure may often normal or | gravity, trace 
often in child- | occur before or | only slightly of albumin 
hood after twenty- elevated 
fourth week 
b. Severe Blood pressure | Progressive Usually marked | Numerous red 
elevated before | hypertension, hypertension, blood cells, 
and at the be- | fulminating eyeground casts, usually 
ginning of preg- | course as preg- | changes, edema | much albumin 
nancy nancy advances 
| 3. Preeclampsia 
a. Mild Edema usual. Usually albumin 
innitiy ean Blood pressure only, not over 
Blood pressure rey: : not exceeding oe 
ene a before gain nm weight, 160/100 (0.6 Gm./100 ce) 
: edema, acute — — —— 
pregnancy and ego Ape Sor 
b. Severe during first two amar een Edema usual. Marked 


after twenty- 


January, 1947 


| 


Management 


Careful study 
and close 
supervision. 
Consultation 
Consultation, 
terminate 


_}| pregnancy 





Careful study 
and close 
supervision 


Consultation, 
terminate 
| pregnancy 


Conservatism, 
rest, salt-free 
diet, sedation, 
daily observation 











Hospitalization, 





trimesters eighth week 








Interruption of pregnancy is justified if 
there is evidence of renal damage. The pres- 
ence of casts, red blood cells in the urine, a 
fixed specific gravity, and albuminuria is 
definite evidence of renal impairment. 


2. Renal Disease 
(a) Chronic vascular nephritis 

Chronic vascular nephritis (arteriosclero- 
sis, low reserve kidney, nephrosclerosis) 
represents the commonest form of hyperten- 
sion affecting human beings. It is primarily 
a disease cf middle life and old age, but often 
begins early enough to affect women past 
30 years of age. It is not an unusual com- 
plication of pregnancy. 

Childbearing should be discouraged for 
this group also. The progress of the condi- 
tion during pregnancy may not be marked, 
but the further complication of preeclampsia 
is frequently superimposed with disastrous 
results. Pregnancy should be interrupted, if 
definite evidence of reduced rena] function 
is present. 


A RR: NORE 





albuminuria, ‘conservatism as 

+++to++++,) above, consulta- 

(0.6 Gm./100 ce.),/ tion; terminate 

often casts and |pregnancy when 
red blood cells | improved 


Blood pressure 
over 160/100 











(b) Glomerulonephritis, (c) nephrosis, 
and (d) other forms of severe renal 
disease (tuberculosis, pyelonephri- 
tis, nephrolithiasis, hydronephrosis, 
and so forth) 

The death toll among women who have 
one of the above renal lesions complicated 
by pregnancy is appalling. Early recogni- 
tion of the condition is essential if unwar- 
ranted loss of life is to be avoided. The ma- 
jority of patients who exhibit hypertension 
(140 systolic, 90 diastolic or above) before 
the twenty-fourth week of gestation (five 
and a half months) have a basic defect in 
the kidney usually demonstrable by the pres- 
ence of red blood cells and casts in the 
urine, in addition to albumin. Usually, how- 
ever, the urine does not contain a large 
amount of albumin until the lesion is far 
advanced, often hopeless. 

Few patients should be permitted to enter 
pregnancy if nephritis is known to be pres- 


ent. They should fully understand the in- 
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creased danger to their lives, and should be 
prepared to accept the radical decisions 
which may be necessary at any time during 
the course of pregnancy. 

The presence in early pregnancy of ne- 
phritis with hypertension, or of the urinary 
findings outlined above, is always an indi- 
cation for a consultation concerning the pa- 
tient. The patient should be sent to a hos- 
pital for careful study, including all of the 
available kidney function tests. The blood 
chemistry tests are most important, for con- 
sistent nitrogen retention is an ominous 
warning. Normal blood chemical determi- 
nations do not assure a successful preg- 
nancy, however, and should not give a false 
sense of security. 

Any patient with clinical and laboratory 
evidence of reduced kidney function in early 
pregnancy represents an obstetric risk of 
sufficient gravity to warrant a consideration 
of interrupting the pregnancy. This serious 
decision is never justified without a bona 
fide consultation; “curbstone” discussions 
cannot be considered as consultations. 

The unfortunate record with toxemias in 
North Carolina is primarily the result of an 
inadequate appreciation of the danger of 
pregnancy in patients with renal lesions, and 
of the urgent need for treatment in these 
cases. Our survey thus far has disclosed that 
only an occasional patient has refused sug- 
gested treatment and thereby lost her life; 
in the majority of the fatal cases the pres- 
ence of a renal lesion has not been recog- 
nized. 

Evidence of impending renal failure may 
become apparent at any time during gesta- 
tion, and always requires prompt treatment, 
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with sufficient sedation to keep the patient 
quiet in bed, a high-protein, salt-free diet, 
and interruption of pregnancy as soon as 
the patient’s condition permits. Hospitaliza- 
tion is essential for the care of these patients 
and must somehow be made available. 

Advanced renal lesions in the late weeks 
of pregnancy may so closely resemble severe 
preeclampsia that they can be distinguished 
only by the progress of the patient’s illness. 
The amount of urine excreted in each twelve- 
hour period and the fluid intake should be 
carefully measured and recorded. The com- 
parative record gives a clear index of olig- 
uria when this serious sign appears. 


GROUP B—Disease Dependent on or Peculiar 
to Pregnancy 

1. Preeclampsia 

Preeclampsia is preventable by rigid sup- 
ervision of the prenatal patient. During the 
last month, prenatal examinations should be 
done weekly and should invariably include 
determinations of the weight and blood pres- 
sure, and a urinalysis. The onset of hyper- 
tension in preeclampsia is acute, and occurs, 
as a rule, in the third trimester. It is com- 
monly preceded by a rapid gain in weight 
and mild albuminuria. A blood pressure of 
140 systolic, 90 diastolic, clinical edema, or 
albuminuria calls for active treatment. 
Early treatment combining rest and mild 
sedation, a high-protein, salt-free diet, and 
magnesium sulfate (Epsom salts) by mouth 
as a Saline laxative is almost invariably fol- 
lowed by rapid improvement. The patient 
must then be checked at least once each week 
during the remaining weeks of pregnancy 
for an exacerbation or recurrence. 
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Severe preeclampsia may be an acute com- 
plication of pregnancy, or it may follow 
shortly when mild preeclampsia is not recog- 
nized and treated. The onset of convulsions 
can be avoided by adequate treatment. Al- 
though the termination of pregnancy is the 
ultimate aim in the treatment of severe pre- 
eclampsia, the use of mechanical and opera- 
tive measures in the acute phase is contra- 
indicated. No attempt should be made to 
treat severe preeclampsia in the patient’s 
home. The essential features of adequate 
treatmert cannot be provided outside a hos- 
pital. 

A period of complete rest, with sufficient 
sedation to cause light, quiet sleep, is indi- 
cated. In order to assure rest a private room 
is desirable. The patient should be permitted 
no visitors, except close members of the im- 
mediate family for limited periods of time, 
never exceeding thirty minutes. The dose of 
the sedative should be adjusted so that the 
patient can be aroused to take fluids and 
food, but sleeps when undisturbed. The bar- 
biturates are the most popular sedative in 
use today. A high-protein, salt-free diet and 
the oral administration of 4 to 6 Gm. of 
ammonium chloride daily encourage diuresis 
and assist in reducing the patient’s edema. 
If fluid by vein is indicated, glucose in dis- 
tilled water should be given. Saline solution 
is absolutely contraindicated, because the 
sodium ion causes further retention of fluid 
in the tissues and reduces the output of 
urine. 

A graphic chart of the patient’s progress, 
with a record of the blood pressure and urine 
output, is highly desirable. The blood pres- 
sure should be recorded at least every four 
hours. The quantitative measurement of the 
amount of albumin lost in the urine is of 
material value in determining improvement, 
which may not be apparent otherwise. The 
fluid intake and urine volume should also be 
carefully measured. The above line of treat- 
ment should be continued for at least forty- 
eight hours after delivery. 

Fully 90 per cent of patients with uncom- 
plicated preeclampsia improve strikingly on 
the regimen outlined. Attempts to termi- 
nate pregnancy by the induction of labor 
should be withheld until the patient’s condi- 
tion is entirely satisfactory, or until it is 
clear that the condition is becoming worse 
in spite of adequate treatment. 
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The simplest method of induction should 
be selected, and haste is usually associated 
with an unfavorable result. A tendency to- 
ward the spontaneous onset of labor is often 
present, and a dose of castor oil may initiate 
labor. Rupture of the membranes under 
strict aseptic precautions is preferred to 
other mechanical measures when a favorable 
condition of the cervix and satisfactory pre- 
sentation are present. 

Cesarean section is rarely indicated in the 
management of severe toxemia of preg- 
nancy. The mortality which follows the 
trauma of a major operation under these 
circumstances is alarmingly high. It should 
be reserved for patients in whom there is 
an obstetric indication for the procedure. 


2. Helampsia 
The management of eclampsia will be dis- 
cussed in this section next month. 





Important notice: Re Medical Slyd-Rul enclosed in 
December issue of Ciba Symposia. 

Due to manufacturers’ error in the placement of 
a decimal point, the conversion from 0.4 grain to 
gram is incorrect. It should read 0.025 gram, not 
0.25. Please make this correction by replacing the 
present celluloid table with the corrected temporary 
paper table now being mailed. 

Ciba regrets this error, and will replace the tem- 
porary slide with a new celluloid table as soon as 
possible. 





The Cerevim Giraffe 

An aid to the physician with a large pediatric 
practice is the Cerevim Giraffe, an unusual height 
chart now being offered to the medical profession 
by Lederle Laboratories in connection with their 
prc-cooked cereal, Cerevim. Designed to enlist the 
cooperation of mothers and their children in keeping 
the valuable records of progressive development, 
the chart is an amusing giraffe, 42 inches high, 
whose elongated neck is marked off in inches, with 
space for correlating age and weight with height. 

Cerevim Giratfes can be obtained in quantities by 
physicians for distribution to private patients, and 
also for groups such as nursery schools and chil- 
dren’s homes. Charts, and also samples of Cerevim, 
are obtained by writing to Lederle Laboratories 
Division, New York 20, N. Y. 





Deadline 

May 1, 1947 is the deadline for entering the $34,- 
000 prize art contest on the special subject of “Cour- 
age and Devotion Beyond the Call of Duty” (on the 
part of physicians in war and in peace). This con- 
test is open to all M.D.’s in the western hemisphere. 
The exhibition will take place in conjunction with 
the A.M.A. Centennial Session at Atlantic City, 
June 9-13, 1947. For complete information, write or 
wire now to Francis H. Redewill, M.D., Secretary, 
,American Physicians Art Association, Flood Build- 
ing, San Francisco, California, or to the sponsor, 
Mead Johnson & Company, Evansville 21, Ind. 
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DURHAM 


OBSTETRICS AND GYNECOLOGY 
IN AMERICA 


I 


THE BEGINNINGS OF OBSTETRICS 
IN AMERICA 


In 1694, a little book was printed in Bos- 
ton, entitled A Present to be given to Teem- 
ing Women (fig. 1). The author was John 
Oliver, and his book first appeared in Lon- 
don, in 1663. There is little of a practical 
nature in the book, aside from some super- 
ficial advice to the pregnant woman on the 
care of her own health by avoiding excesses. 
The bulk of the work deals with the duties 
of pregnant women, which consisted of 
prayer, repentance, reading the Scriptures, 
meditation, resignation and preparation for 
death. 

Obstetrics in colonial America was almost 
entirely in the hands of midwives at this 
period. The names of many of the colonial 
midwives have come down to us. The wife 
of Samuei Fuller, a physician, was among 
the passengers of the Mayflower in 1620, 
and was the earliest practitioner in Massa- 
chusetts. In New Amsterdam, “Tryn” or 
Catherine Jonas was the first official mid- 
wife, arriving in 1630 on the ship Hendracht 
or Unity. Under date of November 26, 1635, 
the Chamber of Amsterdam received “a let- 
ter from Tryntgen Jonas, midwife in New 
Netherlands, requesting an increase in 
wages and some necessaries.”’ 

In the journal of John Winthrop, the first 
governor of Massachusetts, we read under 
the date of June 1, 1630, that while he was 
aboard the ship Arabella a “woman in our 
ship fell in travail & we sent and had a mid- 
wife out of the Jewell.” 

In Europe, during the seventeenth cen- 
tury, great forward strides were being made 
in obstetrics by such men as Deventer, 
Mauriceau, Portal and De La Motte, but 
their work had little influence, especially in 
frontier America. In Great Britain no origi- 
nal work on obstetrics had appeared up to 
1650. 

In spite of the lack of available knowledge, 
some male practitioners had the hardihood 
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Fig. 1. Title-page of the Boston edition of John 
Oliver’s A Present to be given to Teeming 
Women (From the editor’s collection) 


to meddle in midwifery at this early period. 
In 1675, a Captain Raynes of Maine was pre- 
sented in court “for presuming to act the 
part of midwife,” and was fined fifty shill- 
ings. Zerobabel Endecott, the son of Gov- 
ernor John Endecott, practiced midwifery 
at Salem, Massachusetts. He was the com- 
piler of a collection of medical receipts dated 
1677. The manuscript contained imperfect 
and unimportant observations on obstetric 
operations, mainly relating to the removal 
of a dead fetus by instruments. The follow- 
ing is Endecott’s receipt “For Sharpe & 
Dificult Trauel in Women with Child”: 
“Take a Lock of Vergins haire on any Part of ye 
head, of half the Age of ye Woman in trauill Cut it 
very smale to fine Pouder then take 12 Ants Eggs 
dried in an ouen after ye bread is drawne or other 
wise make them dry & make them to pouder with 
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the haire, giue this with a quarter of a pint of Red 
Cows milk or for want of it giue it in strong ale 
wort.” 


The only other reference to a man prac- 
ticing midwifery during the seventeenth 
century is to be found in a letter written by 
Samuel Lee of New England, in 1690, to 
Nehemiah Grew of London. After stating 
that “of midwifes everyone takes whom they 
please,” he continued: “I knew one Doctor 
Avery, since deceased, a man of pretty in- 
genuity who from the ars veterinaria fell 
into some notable skill in physick and mid- 
wifery & invented some useful instrumts for 
that case.’ The instruments referred to were 
probably devised for the removal of a dead 
child, since at that time the forceps were 
the family secret of the Chamberlens. 

Obstetrics made great progress in the 
eighteenth century. “In the nurture and 
management of infants as well as in the 
treatment of lying-in women,” wrote Lett- 
som in his Medical Memoirs in 1774, “the 
reformation hath equalled that in the small- 
pox: by these two circumstances alone in- 
credible numbers have been rescued from 
the grave.” 

The first lying-in hospital was established 
in Great Britain in 1739, through the efforts 
of Sir Richard Manningham, whose Com- 
pendium Artis Obstetricariae was published 
in 1739-40. William Giffard’s Cases in Mid- 
wifery appeared in 1734, with the earliest 
record of the use of forceps. Fielding Ould’s 
Treatise of Midwifery, appearing in 1742, 
laid the foundation for the study of the 
mechanism of labor. In 1752, Smellie’s great 
work, entitled A Treatise on the Theory and 
Practice of Midwifery, appeared. 

The advancement of British midwifery 
affected American obstetrics in two ways. 
First, a number of well trained doctors im- 
migrated from abroad at this period. Even 
more important, a fairly large group of 
voung colonial students crossed the seas and 
came in contact with the best that was being 
taught at Leyden, London, and Edinburgh. 

One of the first colonial physicians to ac- 
quire a reputation in obstetrics was John 
Moultrie, who came to this country in 1733 
and began the practice of medicine in 
Charleston, South Carolina. He subsequently 
returned to Scotland for further study, grad- 
uating in medicine at the University of 
Edinburgh in 1749. His thesis was entitled 
De Febre Maligna Biliosa Americae. Thatch- . 
er wrote of him: 
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“His death was regretted as a great public calam- 
ity. Several of the ladies of Charleston bedewed his 
grave with tears, and went into mourning on the 
occasion. The year after his decease was distin- 
guished by the deaths of several women in child- 
birth. While he lived they thought themselves se- 
cure of the best assistance in the power of man or 
of art, in case of extremity. In losing him, they lost 
their hopes. Depressing fears sunk their spirits, and 
in an unusual number of cases produced fatal conse- 
quences. So great was the confidence reposed in his 
judgment, that they who were usually attended by 
him, preferred his advice and assistance, even on 
the festive evening of St. Andrews Day, to that of 
any other professional man in his most collected 
moments.” 

In New York, a Dr. Atwood is said to have 
been the first physician who had the hardi- 
hood to proclaim himself a man-midwife. 
The New York Post Boy on July 22, 1745, 
recorded the death from yellow fever of John 
Dupuy, M.D. His father had been a promi- 
nent practitioner of medicine in New York, 
and left a substantial library. The son had 
already made a reputation for himself as a 
midwife when he died at 27. 

Blanton, in writing on eighteenth-century 
medicine in Virginia, noted that evidence 
of the changing attitude toward the medical 
care of pregnancy may be found all through 
the contemporary Virginia records. Yet, as 
late as 1772, an article appeared in the Vir- 
ginia Gazette denouncing man midwifery. 

William Coakley settled in Norfolk, Vir- 
ginia, in 1766, and announced that his prac- 
tice would include “every branch of surgery, 
midwifery and physic.” In 1769, Andrew 
Anderson advertised himself as “surgeon 
and man-midwife”’ in Williamsburg. A 
George Gilmer, Jr., is also mentioned as a 
man-midwife, and a Dr. John Walker, who 
died in 1775, as a man-midwife in Hanover 
town. 

The pioneer obstetrician of New England 
was James Lloyd of Boston, who had as his 
pupils such men as Oliver Prescott, Isaac 
Rand, Marshall Spring, and John Jeffries. 

The first public lectures on obstetrics were 
given by Dr. William Shippen, Jr., who re- 
turned te Philadelphia in 1762, after study- 
ing with Hunter and Smellie. In 1792, Ship- 
pen held the combined chair of surgery, 
anatomy and obstetrics in the University of 
Pennsylvania. In New York City, the first 
professorship devoted solely to obstetrics 
was established in 1767 at Kings College 
(later Columbia), with J. V. B. Tennent as 
the first professor. 

In Baltimore, Dr. George Buchanan and 
Dr. Andrew Wisenthal, who were both start- 
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ing practice, attempted to found a medical 
school in the winter of 1789. Buchanan de- 
livered a course of lectures on the “diseases 
of women and children” to a class of nine 
students. At the same time Wisenthal lec- 
tured at his own house on anatomy, physi- 
ology, pathology, operative surgery, and the 
gravid uterus. During the succeeding winter 
Buchanan delivered a course of lectures on 
midwifery and also attempted to found a 
lying-in hospital, but failed. 

The first lying-in institution established 
was a private one in Philadelphia, started by 
Dr. Shippen in 1765 as a “convenient lodg- 
ing for the accommodation of a few poor 
women who otherwise might suffer from 
want of the common necessaries on these 
occasions, to be under the care of a sober, 
honest matron, well acquainted with lying-in 
women, employed by the Doctor for that pur- 
pose.” 

At the Philadelphia Almshouse Drs. Bond 
and Evans opened a ward for midwifery 
cases as early as 1770, an enterprise which 
was revived by Drs. James and Church when 
the obstetric department of the Almshouse 
was founded in 1802. At the Pennsylvania 
Hospital obstetrics was the first specialty 
recognized officially as such by the Board of 
Managers, although there was no special 
provision for obstetric cases until 1803. 

In New York, a lying-in ward was estab- 
lished in 1799 in the Almshouse, out of 
which grew Bellevue Hospital. Here Dr. 
Valentine Seaman gave lectures on midwif- 
ery to women exclusively. The following 
vear these lectures were published in the 
first book on obstetrics by an American 
author, entitled The Midwives Monitor and 
Mothers Mirror. 

The first successful Cesarean section in 
America was performed by Dr. Jesse Ben- 
nett, a country practitioner. The patient was 
his own wife, and during the course of the 
operation he removed both ovaries to pre- 
vent future pregnancy. The operation was 
performed on January 14, 1794, and was 
first described: in The History of the Great 
Kanawha Valley, published in 1891. When 
asked why he did not report his case in 
some medical journal, Dr. Bennett replied 
that “‘no doctor with any feeling of delicacy 
would report an operation that he had done 
on his own wife,” and added that “no 
strange doctors would believe that operation 
could be done in the Virginia backwoods and 
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the mother live, and he’d be damned if he 
would give them a chance to call him a liar.” 

Several early operations for advanced 
extra-uterine pregnancy were reported in 
British periodicals by American surgeons. 
The first such report was by Dr. John Bard 
in 1762. Dr. Charles McKnight reported a 
case in 1795. Dr. William Baynham, of Vir- 
ginia, reported cases in 1791 and 1799. 
Parry wrote: “Baynham’s cases are well 
worth attentive study. They illustrate the 
intrepidity and good judgment so often dis- 
played by the provincial surgeon, who, sepa- 
rated by long distances from his fellows, 
often has to act in the greatest emergency 
without the counsel which he may earnestly 
desire.” 

The first volume of transactions ever pub- 
lished by a medical society of the United 
States was Cases and Observations; By the 
Medical Society of New Haven County, in 
the State of Connecticut, 1788. Dr. Leverett 
Hubbard contributed a paper entitled Case 
of a Deformed Foetus, which he had read be- 
fore the Society on April 5, 1786. This 
early contribution to teratology described 
an acephalic monster with a large sacral 
teratoma, and was accompanied by a fair 
woodcut of the specimen. Hubbard piously 
concluded: “What great reason have we to 
praise the great former of our bodies, that 
our children are not oftener deformed than 
they are.” 

Even before 1800 puerperal infection was 
prevalent throughout the country. Puerperal 
fever was chosen as the subject for gradu- 
ation theses by Peter de Sales la Terriere, 
in 1789, Timothy Fletcher Wetmore, in 1795, 
and James Thurston Hubbard, in 1798. 

As the eighteenth century drew to a close, 
a new group of men began to appear upon 
the scene who had been well trained by the 
important teachers of obstetrics in London 
and Edinburgh. In Philadelphia, Thomas 
Chalkley James became the first incumbent 
of the chair of midwifery at the University 
of Pennsylvania, and soon afterwards was 
assisted by William P. Dewees, a major fig- 
ure in obstetrics. In New York, Samuel 
Bard and David Hosack established obstet- 
rics upon a sound basis. In 1807 appeared 
the first systematic treatise, Bard’s A Com- 
pendium of the Theory and Practice of Mid- 
wifery. 

CLAUDE E. HEATON, M.D. 
New York City. 
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FIRST SUPPLEMENTAL MEETING, 
A.M.A. HOUSE OF DELEGATES 


The first regular supplemental or mid- 
winter meeting of the House of Delegates 
of the American Medical Association was 
held at Association headquarters in Chicago, 
December 9-11. The proceedings of this ses- 
sion have been published in the Journal of 
the American Medical Association, so only a 
comparatively brief report of the meeting 
will be attempted here. 

The controversial report of the Raymond 
Rich Associates on the public relations of 
the American Medical Association was the 
piece de resistance of the meeting. It had 
been expected to be loaded with dynamite, 
but after confidential and copyrighted copies 
of it had been distributed to the delegates 
on roll-eall, the consensus seemed to be that 
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it was somewhat of a dud. It is true that 
some pertinent recommendations for im- 
proving the public relations of the American 
Msdical Association were offered, but for the 
most part, the report was devoid of origi- 
nality of thought or of expression. Most of 
the recommendations were the stereotyped 
ones that make up the stock in trade of the 
average public relations man. Many of the 
opinions expressed were obviously garnered 
from the sources that were utilized by the 
proponents of federally controlled medical 
practice. A good many delegates voiced ob- 
jections to the final recommendation of the 
Rich Asscciates that a firm be retained as 
counsel on matters of general public rela- 
tions—a recommendation. which was pre- 
faced by an announcement of the firm’s 
candidacy for this position. 

A special committee, with Dr. William H. 
Bates of Pennsylvania as chairman, had gone 
over the Rich survey carefully. The report 
of this committee, as finally adopted by the 
House of Delegates, is to be found in the 
Journal of the American Medical Associa- 
tion for December 28. A careful reading 
of the Bates Committee’s report reveals that, 
while most of the recommendations of the 
Rich Associates are approved, the approval 
is guarded by cautions against surrendering 
too much authority to laymen. For example, 
in discussing the employment of a public re- 
lations expert, the following statement is 
made: 


“From past experience your committee knows 
that publicity experts, in their enthusiasm to at- 
tract attention, have been known to produce mis- 
leading headlines and tincture truth with fiction to 
the detriment of the dignity of the profession. With 
no intent to hamper this new officer, your committee 
nevertheless urges that all publicity and all proj- 
ects promulgated by him be approved by the General 
Manager before published or undertaken.” 


More important than the Rich report was 
that of the committee, headed by Dr. 
Frank Borzell, to revise the Constitution and 
By-Laws of the American Medical Associa- 
tion. At this session the committee offered 
for consideration only the proposed revision 
of the By-Laws, leaving the Constitution 
to be reported on later. Each delegate was 
provided with a copy of the proposed re- 
vision. It soon became apparent that there 
were so many additional changes to be con- 
sidered that it would be impossible to adopt 
the report as final; accordingly, a motion 
,was made to defer action on the By-Laws 
until the June meeting in Atlantic City. 
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The general practitioner was given more 
recognition in this session than at any pre- 
vious one since the Section on General Prac- 
tice was first tentatively approved. Two 
brief but important resolutions were passed 
unanimously. Both are given in full: 

“Resolved, That hospitals should be encouraged 
to establish general practitioner services. Appoint- 
ment to a general practice section shall be made 
by the hospital authorities on the merits and train- 
ing of the physician. Such a general practice sec- 
tion shall not per se prevent approval of a hospital 
for the training of interns and for residencies. The 
criterion of whether a physician may be a member 
of a hospital staff should not be dependent on cer- 
tification by the various specialty boards or member- 
ship in special societies.” 

“Resolved, That the Section on General Practice 
of Medicine of the American Medical Association 
be requested to give consideration to a plan for the 
establishment of a certifying board to determine 
the qualifications for general practice and that the 
section be requested to make at least a preliminary 
report to the House of Delegates in June at Atlantic 
City.” 

A resolution was offered by Colorado con- 
demning the political activities of Surgeon 
General Thomas Parran, particularly the 
letter he wrote to all officers of the Public 
Health Service". The reference committee 
which considered this resolution stated that 
the committee “shares the indignation ex- 
pressed by the writer of this resolution,” 
and offered a briefer, but almost equally 
scathing, substitute. The delegate from the 
Public Health Service, Dr. Crabtree, pro- 
tested vigorously against the resolution, and 
in a lengthy speech defended the policy of 
General Parran. In a brief reply Dr. Lowell 
Goin of California completely demolished his 
arguments, and when the motion to adopt 
the resolution was put to vote, the chorus of 
“ayes” almost shook the building. Not even 
Dr. Crabtree voted against it. 

Both delegates from North Carolina were 
appointed to reference committees. Dr. 
Strosnider was put on the important Creden- 
tials Committee, while Dr. Johnson, alter- 


‘nate for Dr. Roscoe McMillan, was made 


chairman of the Committee on Sections and 
Section Work. 

Plans for the coming centennial meeting 
of the American Medical Association, to be 
held next June in Atlantic City, were an- 
nounced. It is no exaggeration to say that 
this will be the greatest medical meeting 
ever held in the world. 


1. General Parran Cracks His Whip, Editorial, North Caro- 
lina M. J. 7:118 (March) 1946, 
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ANNUAL CONFERENCE OF STATE 
SECRETARIES AND EDITORS 


The Annual Conference of State Secre- 
taries and Editors, which has usually been 
held in Chicago during November, was timed 
this year to precede the supplementary or 
midwinter meeting of the House of Dele- 
gates of the American Medical Association. 
The conference began at 10 a.m. on Satur- 
day, December 7, and closed next day at 
noon. The program had been planned by a 
committee from the state society secretaries, 
and apparently was well pleasing to every- 
one present. Dr. Julian Price, secretary and 
editor from our neighboring state, South 
Carolina, was elected chairman of the con- 
ference. His poise, his never-failing sense of 
humor, and his fairness made him an admir- 
able presiding officer. 

After the call to order and a few appro- 
priate remarks by Dr. R. L. Sensenich, 
chairman of the Board of Trustees, Dr. 
George Lull spoke briefly on the American 
Medical Association, using as the basis for 
his remarks a semi-humorous article in the 
October Scientific Monthly on “The Qualifi- 
cations cf the Executive Secretary of Pro- 
fessional Organizations.” 

Dr. W. W. Bauer, Director of the Bureau 
of Health Education of the American Medi- 
cal Association, outlined the plan for the 
series of broadcasts, ‘‘Doctors—Then and 
Now,” to be presented weekly during the 
coming year, which marks the centennial 
of the American Medical Association. The 
series represents a radical departure from 
previous programs. 

Dr. Creighton Barker, of Connecticut, 
gave an excellent address on “The State 
Medical Society and the State Government.” 
Dr. James Sargent, of Wisconsin, in speak- 
ing of “The Responsibility of the Individual 
Physician,” warned that the Veterans Ad- 
ministration is getting under way the larg- 
est medical care program ever undertaken 
in this country—one that might dwarf the 
proposals of the Wagner-Murray-Dingell 
Bill. 

One of the highlights of the afternoon ses- 
sion was the paper by Mr. M. L. Meadors on 
“The County Medical Society.” Mr. Meadors 
ably assists Dr. Julian Price in conducting 
the business affairs of the South Carolina 
Medical Association. 
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The dinner Saturday night was the high- 
light of the Conference. It was followed by 
an address by Dr. A. L. Miller, congressman 
from Nebraska. This address will be dis- 
cussed in a separate editorial. Following 
Congressman Miller’s address, those present 
were divided into two groups, one session 
for editors, the other for secretaries. Two 
addresses were given in the editors’ meet- 
ing: one by Mr. Theodore Wiprud, present- 
ing the results of a reader-interest survey 
conducted by the Medical Annals of the 
District of Columbia; the other, Dr. Jona- 
than Forman’s ‘‘Concept of the Function of 
a State Medical Journal.” Both addresses 
were interesting and instructive, and evoked 
a good deal of discussion. 

The feature of the Sunday morning meet- 
ing was an address by Hon. Dwight H. 
Green, governor of Illinois. Governor Green 
made a most favorable impression on his 
audience, and was interrupted again and 
again by applause. Especially well re- 
ceived were his references to the Wagner- 
Murray-Dingell Bill as a threat to the coun- 
try, and to the national election in November 
as a referendum to determine whether bu- 
reaucratic control or private’ enterprise 
would survive. 

Following Governor Green’s address Dr. 
D. L. Cannon and Dr. R. N. Nye reported to 
the Conference an abstract of the Saturday 
evening sessions of the secretaries and edi- 
tors, respectively. An open forum then 
closed the conference. A vote of thanks to 
the official family of the American Medical 
Association for their hospitality was passed 
heartily and unanimously. 

BS * * oo 


THE “INTERNE” LETTER 


The NORTH CAROLINA MEDICAL JOURNAL 
takes pleasure in publishing in the Corres- 
pondence Section two letters commenting on 
the editorial, “The ‘Interne’ Errs,” which 
appeared in the October issue. While this 
JOURNAL does not wish to precipitate an edi- 
torial controversy, there are a few points in 
the letter from Dr. Lehrman, editor of 
Interne, which deserve further discussion. 

The “correction” published in the Decem- 
ber issue of Jnterne is as follows: 

“In our discussion in the September Interne of 
our article, ‘Health in the South’, the following ap- 
peared: ‘. . . the Wagner-Murray-Dingell bill, re- 


ported favorably from committee during the re- 
cently expired session of Congress ...’ This was 
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later corrected after we had gone to press. Four 
members of the nine member subcommittee of the 
Committee on Education and Labor had approved 
er 

This correction leaves the distinct impres- 
sion that four members of the nine-member 
subcommittee had approved the Wagner- 
Murray-Dingell Bill, whereas the statement 
actually referred, not to the bill, but to a 
health insurance survey by Senator Pepper. 

Dr. Lehrman intimated that the physi- 
cians of the South are indifferent to health 
conditions in our territory: “One should ex- 
pect that the medical profession would fully 
discuss and deplore these conditions,” etc. 
It is safe to say that in no state in the 
Union have health conditions been more dis- 
cussed and deplored than in North Carolina. 
For two years there has been an intensive 
campaign waged in the state to provide 
more hospitals for the smaller communities, 
and to expand the two-year school of the 
State University to a four-year school, even 
though the state already has two first-rate 
medical schools. Surely Dr. Lehrman has 
not been so indifferent to medical progress 
that he has not heard the echoes of this in- 
tensive campaign, even in far-away New 
York. 

If, however, our health conditions are as 
deplorable as the article in /nterne would 
have us believe, it is rather difficult to ex- 
plain North Carolina’s low mortality. In 
1943 and 1944 the over-all death rate for 
North Carolina was 8.1 and 7.9, respectively ; 
for the United States, 10.9 and 10.6. The 
1945 statistics for the whole United States 
are not yet available, but for North Caro- 
lina the mortality was 7.6. North Carolin- 
ians, even though they may be puny, seem 
to live out their full life expectancy. The 
editor of Interne may be interested to know 
that the death rate for Negroes in North 
Carolina has been below the national aver- 
age each year: 10 for 1943, 9.6 for 1944, 
and 9.4 for 1945. 

Passing over the relative merits of the 
emblems of Hermes and Aesculapius—ex- 
cept to note that the description of Hermes 
was a direct quotation from the OXFORD 
COMPANION TO ENGLISH LITERATURE—let us 
note that the NORTH CAROLINA MEDICAL 
JOURNAL is held up to scorn for its circula- 
tion of 2405, as compared with Interne’s 
circulation of 20,451. The word “small,” as 
applied to Interne, was intended to refer to 
the size of the magazine, rather than to its 
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circulation, and was not intended by way of 
disparagement. Since, however, the question 
of circulation was raised, a brief research re- 
vealed that /nterne is sent in large lots to the 
Bowman Gray School of Medicine, to be dis- 
tributed among the house staff and medical 
students. Since no subscription is charged, 
it is not surprising that Interne’s circulation 
is much larger than the paid subscription 
list of a state journal. One can only wonder, 
as does the officer of another medical school, 
“who pays for the very large number of 
these journals which are sent to medical col- 
leges.”’ 

As to the charge that the policy of /nferne 
is “to guide the future doctors of America 
into the paths of politically dominated medi- 
cine,” it is only necessary to glance at the 
names gracing the editorial board and to 
read a few consecutive issues of the publica- 
tion. To borrow a legal phrase, “Res ipsa 
loquitur.” 

Bs ok oK 


CONGRESSMAN MILLER’S ADDRESS 


One of the features of the secretaries’ 
and editors’ conference held in Chicago last 
month was the address by Congressman A. 
L. Miller, of Nebraska. Congressman Miller 
is one of the most useful members of Con- 
gress. He was a practicing surgeon until he 
lost both legs in an accident. After his re- 
covery he turned to a political career, and 
has been as successful in this field as he was 
in the practice of surgery. 

Dr. Miller termed the result of the Novem- 
ber elections “not a Republican but an 
American victory.” Of 143 candidates for 
the House of Representatives who were 
backed by the C.1.0.’s Political Action Com- 
mittee, 140 were defeated. This is the most 
stinging defeat that the P.A.C. has yet 
suffered. 

Dr. Miller outlined some of the tasks in 
store for the coming Congress. One is that 
of reorganizing, with forty-eight committees 
to be reduced to nineteen. Balancing the 
budget he deemed the most important job. 
This effort would be helped greatly, he said, 
by ridding the government of a million or so 
superfluous employees who were being paid 
to tell private citizens how to run their 
business: “Congress needs to deflate the 
overgrown Frankenstein bureaucratic mon- 
ster.”’ Labor legislation is necessary, he de- 
clared, in order to overcome some of the 
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evils that have arisen from the dictatorship 
of certain labor leaders. “The closed shop is 
a monopoly—an economic hold-up.’ Con- 
gressman Miller estimated that there are 
about 2000 Communists among the govern- 
ment employees. 

The Wagner-Murray-Dingell Bill, Dr. Mil- 
ler said, is not dead, but the next one will 
be greatly “watered down.” He emphasized 
the necessity for good public relations be- 
tween organized medicine and the American 
people. 

In concluding, Dr. Miller said that he ex- 
pected to sponsor at least three bills in the 
coming Congress: one to unite all health 
activities. so far as possible, in one depart- 
ment, headed by a physician in the Cabinet: 
another to provide more complete home care 
for veterans; and a third to declare the war 
officially ended, and with it the war powers 
of the President. He asked for the support 
of the medical profession in helping him 
have these bills passed. 

No higher compliment could be paid Dr. 
Miller than to say that he is proving as use- 
ful in Congress as our late beloved Tom 
Long did in the state legislature. 


WELCOME TO DR. JOSIAH TRENT 


At the last meeting of the State Medical 
Society, Dr. Wilburt C. Davison was elected 
to fill the vacancy on the editorial board of 
the NORTH CAROLINA MEDICAL JOURNAL 
created by the death of the late Dr. Frederic 
M. Hanes. Dr. Davison accepted the position 
only with the understanding that he would 
be allowed to resign in favor of Dr. Josiah 
C. Trent when the latter returned to Duke 
and to North Carolina. 

Dr. Trent completed his fellowship in 
thoracic surgery at the University of Michi- 
gan and returned to Duke in the fall. Dr. 
Davison has accordingly submitted his resig- 
nation, and asked that Dr. Trent be put in 
his place. 

It is needless to say that Dr. Trent has 
already earned his position as a member of 
the editorial board. The “Thumbnail 
Sketches” which he has been editing for the 
past three years have elicited favorable com- 
ment, both within and without the state. It 
is a great pleasure to welcome him back to 
North Carolina, and to the place on the edi- 
torial board which he so richly deserves. 











CASE REPORTS 


CLINICOPATHOLOGIC 
CONFERENCE 


BOWMAN GRAY SCHOOL OF MEDICINE OF 
WAKE FOREST COLLEGE 


Presentation of Case 


A 44-year-old white carpenter entered the 
North Carolina Baptist Hospital on April 
20, 1943, complaining of “gradually growing 
weaker and hiccuping constantly for the 
past eight days.” He had been in poor health 
since a severe illness in the summer of 1939. 
This was characterized by fever without 
chills, slight headache, and bouts of vomit- 
ing. He was treated at home. Six weeks 
following the onset, when he was apparently 
on the way to recovery, he suddenly devel- 
oped purplish-blue pin-point and walnut- 
sized spots all over both feet and ankles, and 
a few on the arms and lips. He became se- 
verely ill again and vomited everything he 
ate. New spots appeared from time to time 
as others disappeared. He then noted bleed- 
ing from the gums around a bad tooth, and 
blood in the urine, feces, and expectorated 
material. He was sent to another hospital, 
where a “blood transfusion stopped the 
bleeding.”” An x-ray was interpreted as 
showing bronchopneumonia. He was dis- 
charged from the hospital ten days later, 
weighing 120 pounds in contrast to his 
usual weight of 165 pounds. 

He returned to work in September, 1939, 
but stated that he never regained the good 
health that he had had prior to his first ill- 
ness. During the next three winters he had 
frequent colds and stomach upsets, and 
marked constipation. In October, 1942, fol- 
lowing an attack of ‘‘flu” (diagnosed by his 
wife), he was sick for two weeks with ma- 
laise, fever, and night sweats. He returned 
to work until the latter part of December, 
1942, when he developed another cold, which 
made him so weak that he was unable to 
carry out his tasks. During the next four 
months he became progressively weaker and 
lost 16 pounds in weight. Polydipsia, poly- 
uria, and postprandial vomiting developed 
during the three weeks before admission. 
Eight days before admission he began to 
have constant hiccups which were resistant 
to the usual therapy. Five days later he be-, 
came disoriented and hallucinated, although 
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there were periods during which he was 
well oriented. 

The past history reveals that at the age 
of 17 he worked for one month in a granite 
quarry. 

Physical examination on admission re- 
vealed an acutely ill, poorly nourished, 
middle-aged man who was mentally cloudy 
but was able to cooperate fairly well. He hic- 
cuped at every breath. The axillary nodes 
on both sides were markedly enlarged, mov- 
able, and non-tender; the lymph nodes else- 
where were small and shotty. The pupils 
were unequal; the left reacted normally, the 
right did not react. There was lateral nys- 
tagmus in both directions. With a plus 16 
lens, a membrane containing blood vessels 
could be seen waving around in the vitreous 
of the right eye; there was almost no vision 
in that eye. The teeth were in poor condition. 
There seemed to be slight left-sided facial 
weakness. No stiffness of the neck was 
noted. The lungs were clear upon percussion 
and auscultation, and the heart was not en- 
larged. The spleen was firm and quite large, 
extending to the umbilicus. The liver was 
felt 2 cm. below the costal margin. Abdom- 
inal reflexes were absent. 

The specific gravity of the urine was 
1.008, and 3 white blood cells per high power 
field, white cell casts, and granular casts 
were seen microscopically. Blood examina- 
tion showed 11 Gm. of hemoglobin, 6,200,000 
red blood cells, and 5050 white blood cells, 
with 76 per cent polymorphonuclears, 2 per 
cent eosinophils, 18 per cent lymphocytes, 
and 7 per cent monocytes. One differential 
count revealed 9.5 per cent monocytes and 5 
per cent unclassified cells which were re- 
garded as blast cells. The blood nonprotein 
nitrogen was 44 mg. per 100 cc., the blood 
sugar 112 mg. per 100 cc. Total serum pro- 
teins were 6.8—albumin 2.5, globulin 4.3; 
the albumin-globulin ratio was 0.6. The 
blood Kahn test was negative. The clotting 
time was 11 minutes, bleeding time 4 min- 
utes. 

A bromsulfalein test of liver function 
showed 20 to 30 per cent retention in five 
minutes, 5 to 10 per cent in fifteen minutes, 
and no retention in half an hour. Repeated 
on April 26, the test showed 100 per cent 
retention in five minutes, 40 per cent in fif- 
teen minutes, and 15 per cent in thirty min- 
utes. The Congo red test revealed 70 per 
cent of the dye retained in the blood. 
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The stool was negative for blood and para- 
sites. Clear spinal fluid under a pressure of 
30 to 60 mm. of water was obtained on punc- 
ture, and was found to contain 7 lympho- 
cytes and 1750 red blood cells per cubic milli- 
meter. A blood culture was sterile. Cultures 
of the urine showed non-hemolytic Staphylo- 
coccus albus and gram-positive and gram- 
negative bacilli. On one occasion 1 acid-fast 
bacillus was found on gastric lavage; re- 
peated examinations on two other occasions 
revealed no organisms. On two occasions 
acid-fast organisms were found in the urine, 
and on May 13 several acid-fast bacilli were 
found in the sputum. 

X-ray of the chest on April 21 showed bi- 
lateral enlargement of the hilar shadows, 
with marked intensification of the pulmonic 
markings in both upper lobes and to a lesser 
degree in both lower lobes. A fine granular 
infiltration was seen throughout the lung 
fields, most marked in the right upper lobe. 


A left axillary node was removed for bi- 
opsy, and was diagnosed as showing a hyper- 
plastic form of tuberculosis. No organisms 
were demonstrated in the sections, however. 

The patient’s hiccuping continued and did 
not respond to any of the usual methods of 
treatment. He was incontinent of urine and 
was poorly oriented at times, although there 
were periods in which he was mentally clear 
and could discuss his illness. Fecal inconti- 
nence developed on May 10, 1943, and weak- 
ness became more marked. On May 16 the 
patient became much worse; his blood pres- 
sure was 80 systolic, 64 diastolic, his pulse 
112 and weak. Hemiplegia of the right side 
and some left-sided facial paralysis develop- 
ed. The patient became comatose, and ex- 
pired on May 17, 1943. The temperature 
curve was characterized by an _ irregular 
spiking course, with peaks at about 102 F. 
During the last four days of life, however, 
it gradually reached 107 F. The pulse rate 
increased with the temperature. 


Discussion 


Dr. DAVID CAYER: The four-year iliness 
of this 44-year-old white carpenter dated 
back to an acute febrile disease in the sum- 
mer of 1939. This was accompanied by head- 
ache end vomiting, and was characterized by 
spiking temperature elevations without 
chills, which lasted approximately six weeks. 
He was apparently on the way to recovery 
when purpura appeared. He again became 
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severely ill, and the cutaneous manifesta- 
tions of hemorrhage progressed to frank 
bleeding from the gums, bowel, urinary 
tract, and respiratory tract. 

It is of interest to speculate on the pa- 
tient’s original illness, and also on his treat- 
ment during this time. Unfortunately, since 
he was treated at home the nature of the 
therapy is unknown, and since no accessory 
laboratory data are available we can do 
little more than speculate. It is entirely pos- 
sible, in view of the prolonged course and the 
lack of any dramatic or progressive response 
during the illness, that he may have had a 
virus pneumonitis. We can again conjecture 
that he may have received sulfonamides, the 
toxic manifestations of which were not as 
well recognized and publicized then as they 
are today. The occurrence of purpura when 
he was apparently recovering from his orig- 
inal illness is highly suggestive that this 
new complication was the result of treat- 
ment and was not related to the original 
disease. He was taken to a hospital, and an 
x-ray made there was interpreted as show- 
ing bronchopneumonia. This is the first di- 
rect mention we have of any pulmonary in- 
filtration. While he was in the hospital a 
single transfusion was given, and the bleed- 
ing stopped. This fact also suggests that the 
purpura and bleeding were most likely due 
to agranulocytosis and thrombocytopenia re- 
sulting from treatment, since it would be 
most unusual for any of the primary blood 
dyscrasias to respond so well to a single 
transfusion. 

The patient lost approximately 45 pounds 
in weight during this period of two months, 
and apparently he never regained good 
health. He had recurring episodes of respir- 
atory infection and stomach upsets each 
winter, and it is quite remarkable that he 
continued to work for the next three vears. 
In October of 1942, he again became ill with 
a disease which bears a marked resemblance 
to the original illness, in that it was charac- 
terized by malaise, fever, sweats, weakness, 
and weight loss. 

The temperature, pulse, respiratory rate 
and blood pressure obtained on his admis- 
sion to the North Carolina Baptist Hospital 
on April 20, 1943, are unfortunately not 
stated. The patient was found to be acutely 
ill, mentally cloudy, and hiccuping at every 
breath, but able to cooperate. Hiccups occur 
most frequently in patients having uremia, 
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peritonitis, or pleuritic involvement. They 
are often seen in patients with gastrointes- 
tinal disturbances, particularly those asso- 
ciated with gastritis or vomiting, and they 
occasionally appear secondary to lesions of 
the central nervous system. The description 
of the axillary nodes as being markedly en- 
larged, movable, and non-tender is quite im- 
portant, since it does not fit the usual pic- 
ture of tuberculous lymphadenopathy. The 
failure of the right pupil to react was prob- 
ably due to blindness in this eye. It would 
be of help to know how long the vascular 
membrane described in the vitreous of the 
right eye had been present. If it dates back 
to the onset of the illness, it might represent 
the results of hemorrhage occurring along 
with the generalized purpura and bleeding 
previously described. Another significant 
finding was the progressive development of 
right-sided hemiplegia and left-sided facial 
paralysis. The spleen and liver were both 
noted to be markedly enlarged. 

The accessory data are of considerable in- 
terest. In spite of the prolonged debilitating 
illness, the numerous exacerbations, and the 
original history of hemorrhage, the hemo- 
globin was 11 Gm. and the red blood cell 
count 6,200,000. This high value can not be 
attributed to dehydration alone, and may 
perhaps represent a compensatory polycy- 
themia secondary to pulmonary changes. 
The small number of unclassified blast cells 
in the differential count may signify the 
terminal release of immature cells from the 
marrow which is occasionally seen in pa- 
tients in extremis. The spinal fluid showed 
only a decrease in pressure, and 1750 red 
blood cells. We have no information as to 
whether or not a Pandy test or sugar de. 
termination was done, or whether the fluid 
was allowed to stand for pellicle formation. 
The liver function tests indicate a gradual 
decrease in the ability to take up bromsul- 
falein, and the Congo red test showed 70 
per cent of the dye to be retained in the 
blood. Certainly in a debilitating disease 
of three years’ duration, particularly where 
the liver and spleen are found to be enlarged, 
the possibility of amyloid disease must be 
considered. The disappearance from the 
blood of 60 per cent or more of the dye would 
have been highly suggestive of such a diag- 
nosis. 

The repeated and determined efforts. 
which were made to demonstrate acid-fast 
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bacilli show that the diagnosis of tubercu- 
losis was strongly suspected. Acid-fast 
bacilli were demonstrated on one occasion 
each in the gastric lavage and sputum, and 
on two occasions in the urine. The x-ray re- 
port of marked bilateral pulmonary infiltra- 
tion, and the pathologic diagnosis made on 
the axillary lymph node would also substan- 
tiate such a diagnosis. 

The clinical picture of malaise, sweats, 
weakness and weight loss, and the findings 
of generalized lymph node enlargemnt, en- 
largement of the liver and spleen, and the 
evidence of diffuse pulmonary involvement 
provide us with a number of interesting 
diagnostic possibilities. The absence of any 
described alterations in the heart sounds, of 
leukocytosis, or of change in the differential 
count, as well as the negative blood cultures, 
quickly rule out the possibility of septicemia. 
There would be little reason for petechiae 
to be present at the onset of such an illness 
and absent at the time of death. 

Primary blood dyscrasias not uncommonly 
are ushered in by signs and symptoms re- 
sembling those of acute infection, and the 
presence of splenomegaly and generalized 
lymph node enlargement, together with the 
negative blood cultures and the disturbance 
of the bleeding and clotting time terminally, 
make this a possibility. However, at no time 
during the patient’s stay in the hospital was 
any leukocytosis or marked change in the 
differential count noted. It would be most 
unlikely for leukemia or purpura to have 
been arrested for three years by a single 
transfusion. In addition, patients with blood 
dyscrasias usually have terminal bleeding 
and do not expire with red cell counts of 
6,200,000. 

Far more likely would be the presence of 
one of several granulomatous disorders. The 
finding of lymph node enlargement, as well 
as the splenomegaly and hepatomegaly, the 
diffuse roentgenographic changes, and the 
involvement of one eye, might be compat- 
ible with the diagnosis of sarcoid. As a 
rule, however, sarcoidosis is a relatively be- 
nign process and few patients die of the 
disease. Recurring episodes of fever are un- 
common in sarecoid. No mention is made in 
this case of the characteristic cutaneous 
changes in the fingers or of the hyperglobu- 
linemia which was described by Dr. George 
Harrell in his work on sarcoid. The lymph 
node biopsy would not rule out sarcoid, since 














oo 














January, 1947 


there is considerable similarity in the path- 
ologic picture of the two diseases. However, 
the weight of evidence would seem to be 
against such a diagnosis. 

Whenever there is evidence of marked en- 
largement of the liver and spleen, accom- 
panied by fever and leukopenia, the diagno- 
sis of histoplasmosis should be considered. 
Histoplasmosis is primarily a disease of the 
reticulo-endothelial system. Dr. D. T. Smith, 
in Cecil’s TEXTBOOK OF MEDICINE, states 
that about 30 cases have been diagnosed in 
this country during the past eight years. It 
is diagnesed ante mortem by demostrating 
the organisms in monocytes or by blood cul- 
ture. It would be difficult to make such a 
diagnosis in the absence of these findings, 
and the comparative rarity of this disease 
would also make it unlikely. 

The vomiting, weight loss, negative blood 
cultures, and intracranial lesion could fit the 
diagnosis of carcinoma. Unfortunately there 
is nothing to suggest a primary site. The 
most likely site statistically would be in the 
gastrointestinal tract. The duration, how- 
ever, would be against this site, as would the 
presence of bilateral lymph node enlarge- 
ment, the negative biopsy,‘ the absence of 
blood in the stool, and the rather marked 
splenic enlargement. 

All the findings fit the diagnosis of tuber- 
culosis. It is difficult to escape the obvious 
findings of fever, malaise, night sweats, and 
weight loss. The fact that the patient had 
worked in a quarry also suggests the possi- 
bility of a primary silicosis with superim- 
posed tuberculosis. The diffuse changes de- 
scribed in the chest plate, as well as the neg- 
ative blood culture, the repeated finding of 
acid-fast organisms, and the description of 
the lymph node removed for biopsy all sub- 
stantiate this diagnosis. In view of the ad- 
vanced central nervous system signs, how- 
ever, we might anticipate that more mani- 
festations of meningeal irritation would be 
present. Furthermore, the enlargement of 
the spleen in miliary tuberculosis does not 
usually reach the degree described in this 
patient. 

In order to fit the entire picture into a 
single diagnosis, it would be necessary to 
assume that the illness in 1939 was of the 
same etiology as the terminal illness. This 
assumption does not seem reasonable from 
the facts as presented. It would be most 
difficult to believe that a patient having pul- 
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monary tuberculosis as extensive as the in- 
volvement shown on the original x-ray film, 
which was interpreted “bronchopneumonia,” 
could have returned to work after so severe 
an illness and with a weight loss of 45 
pounds and could have continued to work 
during the next three years without some 
mention of chest pain, cough, and hemopty- 
sis. It would seem much more likely that 
some other chronic disturbance was present 
at that time, and that the tuberculosis rep- 
resents a terminal complication. If so, what 
was the other disease? It would seem to me 
that the most likely possibility, in view of 
the symptoms and findings already de- 
scribed, would be Hodgkin’s disease. This 
condition would fit in every detail the three- 
vear history of malaise, fever, sweats, weak- 
ness, weight loss, and enlargement of the 
lymph nodes, liver and spleen, and it might 
allow the patient to continue working over 
this period of time. The frequent combina- 
tion of Hodgkin’s disease and tuberculosis is 
well known. Although I would prefer to ex- 
plain all the findings on the basis of a single 
etiology, I do not believe that the facts as 
given justify this explanation. 

There is one other laboratory finding that 
I believe worthy of mention, and that is the 
report on the spinal fluid. The fluid is de- 
scribed as clear, although it was said to con- 
tain 1750 red blood cells and 7 lymphocytes. 
If these cells were present as a result of 
bleeding, we might expect that the ratio of 
white cells to red cells would approach that 
in the peripheral blood; but such is not the 
case. This fact makes one wonder whether 
or not these were actually red cells. I would 
be most reluctant to add a third diagnosis, 
but I feel that I should mention the possibil- 
ity of Torula. This fungus in the spinal 
fluid is frequently confused with red blood 
cells, and the clinical course of torulosis may 
be confused with tuberculous meningitis. 


Dr. Cayer’s Diagnosis 


1. Hodgkin’s disease, with terminal gen- 

eralized tuberculosis. 
General Discussion 

Dr. R. B. LAWSON (Pediatrician) : Would 
a skin test be of value in the presumptive 
diagnosis of histoplasmosis in such cases? 

Dr. GEORGE T. HARRELL (Internist) : The 
clinical picture in this case was very similar 
to that reported to occur in histoplasmosis. 
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It is quite likely that many cases of this in- 
fection are being overlooked. Histoplasmo- 
sis was seriously considered by the house 
staff, and a search was made for organisms 
in the peripheral blood. With many types of 
infection, the presumptive diagnosis can be 
given support by the finding of a positive 
skin test to an antigen derived from the sus- 
pected etiologic agent. Large-scale surveys 
using antigenic material derived from vari- 
ous fungi have not been done in North Caro- 
lina. In the course of a recent investigation 
at one of the large state institutions, we had 
occasion to use coccidioidin as a control ma- 
terial. Coccidioidomycosis is not thought to 
be endemic in North Carolina, yet we ob- 
tained an appreciable number of positive 
skin reactions. 

Several recent studies have appeared com- 
paring the frequency of reaction to histo- 
plasmin with calcifications found in the 
lungs during routine chest x-ray surveys. In 
the past we have attributed pulmonary cal- 
cifications to tuberculosis, but it now ap- 
pears that we must also consider histoplas- 
mosis more carefully. 

Torula, another infection with a yeast-like 
organism, was suggested on the basis of 
findings in the spinal fluid. We do not know 
enough about the natural history of these 
fungus diseases, particularly histoplasmosis, 
to make a definite diagnosis on clinical 
grounds alone; too few cases have been re- 
ported in the literature so far. The specifi- 
city of skin test antigens derived from fungi 
and the dependability of skin tests in general 
for diagnosis need further study. 

The terminal development of weakness, 
hypotension, nausea, and vomiting brings up 
the interesting speculation that the patient 
may have had bilateral destruction of the 
adrenal cortex by the etiologic agent. This 
destruction occurs with tuberculosis and is 
very common in cases of histoplasmosis 
studied at autopsy. 


Anatomic Discussion 


Dr. W. C. THOMAS: The postmortem ex- 
amination revealed numerous various-sized 
areas of caseous necrosis involving the ad- 
renal glands, the lungs, kidneys, spleen, and 
peribronchial lymph nodes. Microscopic ex- 
amination of these tissues revealed the char- 


acteristic textbook picture of a chronic gran- 








January, 1947 


ulomatous reaction. Within the _ reticulo- 
endothelial cells of the adrenal tissue there 
were large numbers of _ intracytoplasmic 
encapsulated structures resembling Histo- 
plasma capsulata. These organisms were 
present also in the spleen, liver, and lymph 
nodes. Acid-fast staining on tissues from 
various organs’ revealed acid-fast, rod- 
shaped organisms in an occasional lesion in 
the lungs. 

The striking features of this case were the 
massive destruction of the adrenal glands, 
the coexistence of tuberculosis, and the gen- 
eralized dissemination of the disease. Photo- 
micrographs of the organisms and a more 
detailed report of the case may be found 
elsewhere". 

This case was found three and a half years 
ago, and there is no doubt but that more of 
the cases should be picked up by the clini- 
cians and pathologists in this section of the 
country. If our tuberculous population were 
carefully studied for the presence of histo- 
plasmosis, more of these cases would be un- 
covered’. Among the cases diagnosed by 
the surgical pathologists as ‘‘tuberculosis,”’ 
without the demonstration of tubercle bacil- 
li, will be found many cases of histoplasmo- 
sis. It is my firm conviction that all chronic 
granulomatous lesions should be studied 
more thoroughly by bacteriologic methods. 

I do not feel that I am competent to com- 
ment on the specificity of the skin test for 
histoplasmosis, but in consideration of our 
general understanding of the biochemical 
and physiologic mechanics of the skin, to- 
gether with the increasing number of re- 
ports of cross reactions between various 
antigens, histoplasmosis included’, I prefer 
to remain a “doubting Thomas.” We need 
to maintain a healthy attitude of continual 
critical evaluation of many of our “‘specific’”’ 
immunologic diagnostic tests. 


Anatomic Diagnoses 


1. Histoplasmosis, generalized 


2. Pulmonary tuberculosis, miliary in 
type 
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MEDICOLEGAL ABSTRACT 


J. F. OWEN, M.D., LL.B. 
RALEIGH 


EVIDENCE: A regular practicing phy- 
sician is usually regarded as qualified 
to give expert opinion concerning the 
mental condition of a patient under 
his care. 

Despite the fact that regular practicing 
physicians are often called as witnesses in 
cases where the mental condition of a patient 
under their care is in question, they are hesi- 
tant about expressing an opinion. In most 
‘-ases, however, their close relationship with 
the patient renders them peculiarly fitted to 
form valuable opinions, and the courts so 
hold. In such cases the practitioner is not 
required to base his opinion upon previously 
detailed evidence. In this connection, it 
should be stated that even lay evidence of 
an expert type is receivable in sanity hear- 
ings, but such testimony must be based upon 
facts detailed to the jury before the opinion 
is stated. 

An illustrative case is one which was in- 
stituted for the purpose of having a guard- 
ian appointed for an elderly, allegedly in- 
competent man. There was medical evidence 
tending to show that the man was suffering 
from a combination of factors, mainly senile 
psychosis and cerebral arteriosclerosis. A 
general practitioner gave as evidence the 
opinion that the alleged incompetent was 
of unsound mind and memory, and was defi- 
nitely unable to manage his affairs in a ra- 
tional manner. He stated that he had, in 
fact, so informed the appellant during his 
treatment of him. The testimony as a whole 
satisfied the jury that a guardian was indi- 
cated, although considerable evidence was 
introduced on both sides. Upon the basis of 
the verdict the judge, as he was required to 
do, appointed a guardian. 

From this decision the appellant, upon 
numerous objections, appealed the case to 
the Supreme Court. The objection of in- 
terest to physicians was the one with refer- 
ence to the opinion expressed by the private 
practicing physician. It was urged in this 
connection that a proper groundwork had 
not been laid and that as a consequence the 
physician, not being an expert, should not 
have been permitted to express an opinion. 

When this case came before the Supreme 
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Court, this tribunal was of the opinion that 
a general practicing physician was within 
his rights in stating an opinion without first 
detailing to the jury the facts upon which 
the opinion was based. From this ruling it 
is evident that a general physician should 
have no hesitancy in expressing a primary 
opinion concerning a question of mental ill- 
ness, keeping in mind always the fact that 
opinion evidence, medical or otherwise, is 
allowed solely for the purpose of aiding the 
jury and, although uncontradicted, has no 
binding force. Such evidence may be ac- 
cepted or rejected by the jury, but its rejec- 
tion does not necessarily mean that the ex- 
pert’s motives are impugned nor that his 
sincerity is doubted. (Supreme Court of 
Iowa, July, 1946. V. 23 N.W., p. 760) 
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ULMONARY tuberculosis is a disease of uncer- 

tainty, with periods of quiescence and of reacti- 
vation. While many individuals recover spontaneous- 
ly, in others the disease may progress notwith- 
standing all manner of treatment. For many, re- 
covery depends upon the knowledge and the facili- 
ties for properly adjusting the mode of life to the 
disease. This adjustment is best carried out under 
the watchful eye of the physician. 





THE IMPORTANCE OF POSTSANATORIUM 
CARE OF THE TUBERCULOUS 


One of the great dangers to the individual with 
tuberculosis is that the disease may advance con- 
siderably without the patient’s being aware of it. 
For this reason it is essential that the pulmonary 
condition be observed periodically by means of 
properly taken X-rays films. 

The education of the patient is one of the prin- 
cipal aims of sanatorium care. The knowledge of 
the disease, the reasons for making adjustments in 
living, working and in environment, the patient’s 
part in recovery and its maintenance, all furnish 
the background for his care after leaving the sana- 
torium. Even after discharge, his disease is still a 
serious pctential danger to himself and to his 
associates. 

Early in sanatorium treatment, if it is possible, 
it must be determined to what extent the patient 
will be able to return to his former work and life. 
If he cannot assume the so-called “normal life,” 
efforts should be made to fit him for work suit- 
able to his condition. Recreational therapy, occu- 
pational therapy, rehabilitation and the establish- 
ment of work tolerance should go hand in hand 
with the general treatment. Ideally the sanatorium 
should conduct its physically able patients through 
all the stages of rehabilitation until a work toler- 
ance of eight hours has been reached. Others should 
be brought to their maximum work tolerance and 
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be put on part-time work, 

The two most satisfactory guides for determining 
the patient’s condition are the X-ray film and the 
patient’s temperature. Of these, serial X-ray films 
tell us more completely the dynamic state of the 
disease. When the X-ray films show marked changes 
for better or worse, the disease is active, retro- 
gressively or progressively, and rest in bed is indi- 
cated. Such is the case, too, when elevation of 
temperature not due to other causes is present or 
there is loss of weight, loss of appetite, or fatigue. 
To determine the status of the disease, the patient 
should take his temperature and pulse at about 
4:00 p.m. and 8:00 p.m., and keep a record of it as 
well as of any toxic symptoms. At least once in 
six weeks he should have an X-ray examination of 
his chest. In old chronic disease the interval may 
be lengthened. With such a record the physician is 
in a position to judge the reaction of the patient 
to his disease and to modify treatment as needed. 

Each patient is an individual and requires indi- 
vidual treatment. As a general rule, after the X-ray 
films have revealed a practically stationary lesion 
for several months, and there are no toxic symp- 
toms, the patient may become partly ambulatory. 
Attention should be paid to the state of his nutri- 
tion, and he should avoid overheated stuffy rooms 
at all times. 

Life in a sanatorium is much less exacting than 
life at home. To have attained an arrest of the dis- 
ease in the sanatorium does not mean that the 
arrest will continue under adverse environmental 
and nutritional conditions outside. 

Essentially, tuberculosis is a chronic disease; in 
such a disease education in how to live with it and 
remain well is of extreme importance. Continuous 
readjustments should be made by a physician who 
knows the picture as a whole. To be successful, 
the treatment of tuberculosis must go on long after 
discharge from the sanatorium. 

What the sanatorium does or can do for a patient 
is briefly outlined because postsanatorium care and 
complete rehabilitation are but an extension of the 
sanatorium activities. Vigilance should be the key- 
note of this extended period, vigilance on the part 
of the patient and on the part of his physician. 

One can give no fixed procedure for subsequent 
observations of the discharged sanatorium patient. 
For those whose disease is arrested an X-ray 
examination every six months for two years prob- 
ably would be sufficient, providing the patient feels 
well and has no symptoms. Those discharged as 
apparently arrested probably should have X-ray 
examinations every three months for one year and 
after that at longer intervals if all goes well. At 
the time the X-ray examination is made _ there 
should be a consultation with the tuberculosis phy- 
sician during which advisable adjustments in the 
routine of the patient may be recommended. 

For many years the Trudeau Sanatorium has 
made an effort to find out what happens to its 
discharged patients. Once each year, in the anni- 
versary month of his discharge, the patient is sent 
a blank to fill in. In addition to a request for notice 
of change of address the patient is asked about his 
health in detail, his work and his earning capacity. 
This inquiry reminds the patient of the importance 
of a check-up of his condition. Replies are received 
from about 90% of former patients. 

In this institution the sanatorium staff is always 
glad to advise the patient when requested and they 
welcome opportunities to cooperate with outside 
physicians. The staff gladly examines the patient’s 
chest films at the request of his physician and he 
is told that he may return to the sanatorium at any , 
time for a check-up. Such a check-up affords an 
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opportunity for the attending physician to utilize 
the specialized services of the sanatorium staff 
which is more important if he is not specially 
trained in tuberculosis. It is the essence of team- 
work that the physician attending the patient be 
kept fully informed about the findings and recom- 
mendations of the sanatorium staff. 

The treatment of tuberculosis should be carried 
on over many years, even if there has been an 
apparent restoration of health. A knowledge of 
tuberculosis and its many and varied behaviors is 
needed by him who would carry out such treatment 
with skill. It must be recognized that in all cases 
the X-ray gives the most accurate estimate of what 
is going on in the lungs. The sanatorium lays the 
preliminary groundwork in education and provides 
satisfactory environmental and nutritional stand- 
ards, but the treatment must go on long after the 
patient has been discharged. Prevention of relapse 
is of greater importance than treatment after re- 
lapse has occurred. 

The Importance of Postsanatorium Care of the 
Tuberculous, Fred H. Heise, M.D., American Re- 
view of Tuberculosis, October-November, 1946. 





CORRESPONDENCE 


December 23, 1946 
To the editor: 


The October 1946 number of your journal 
contained an editorial entitled, ‘‘The ‘In- 
terne’ Errs.” In our September issue The 
Interne published a parenthetical statement 
that the Wagner-Murray-Dingell bill had 
been reported favorably from a Senate Com- 
mittee. This information was obtained from 
the New York Times. A subsequent correc- 
tion by Senator Pepper, published in the 
New York Times, other newspapers and also 
in the Journal of the American Medical As- 
sociation, appeared after The Interne had 
gone to press. Our correction appeared in 
the December issue. 

However, the main point at issue is not 
that we printed a relatively unimportant 
news release. Rather, your journal appears 
to be far more interested in the fact that 
The Interne featured an article on ‘Health 
in the South”, indicating that its people re- 
ceive poorer medical care than do other 
Americans. One should expect that the med- 
ical profession would fully discuss and de- 
plore these conditions even if they were 
only limited to an unfortunate majority— 
both in racial origin and economic status— 
but no word on this subject is to be found 
in your editorial other than the following 
weak defense: 


“We who practice in the South are becoming 
somewhat case-hardened to the criticisms con- 
stantly being heaped upon us by our Northern 
colleagues, and to the odious comparisons based 
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on morbidity and mortality statistics without re- 
gard to racial and economic factors.” 


It would also seem that your journal is 
far more interested in Greek mythology for, 
from the fact that the cover of The Interne 
displays a “two-snaked” adaptation from 
both Hermes’ and Aesculapius’ emblems, it 
is averred that both we and the United 
States Government, through its medical 
corps, have made a serious “mistake’’. For 
the use of this artistic symbol, we are 
branded as followers of ‘the patron of 
travellers and merchants, and of thieves, 
pickpockets and all dishonest persons’. As 
a remedy, you feel that a change of symbol 
would dissociate us from the “patron of dis- 
honesty”’. 

But symbols and emblems do not tell the 
story, for The Interne and the Association 
of Internes and Medical Students, not to 
mention the United States Government, need 
not defend themselves against a silly infer- 
ence of dishonesty. Perhaps the Medical 
Corps would also “be more zealous in its 
search for truth if its symbol were changed”’. 
(And would the physician who served and 
died now be with us had he worn the symbol 
of Aesculapius instead of that of Hermes?) 

The sole indictment, other than mytholog- 
ical, that we can find after several readings 
of your cditorial, is that our “chief mission 
in life is to guide the future doctors of 
America into the paths of politically domi- 
nated medicine”. But your journal (circula- 
tion 2,405) need not have admonished a 
“small monthly publication” (circulation 
20,541) :to be more anxious to “find the truth 
as a medical man should be’’, for our search 
for the truth has not been blinded nor de- 
toured by prejudice or fear of progress. We 
have presented many pages pro and con on 
group practice, voluntary health care plans 
and government sponsored health care legis- 
lation, in line with our policy of complete 
freedom of discussion on these topics. If 
your journal had been “more zealous in its 
search for truth” it could have easily dis- 
covered that neither The Interne nor the As- 
sociation of Internes and Medical Students 
has taken any stand favoring the Wagner- 
Murray-Dingell bill or any other health care 
legislation. Our “chief mission in life” is to 
represent to the best of our abilities the 
residents, internes and medical students 
throughout the United States, to report their 
aspirations and to defend their educational 
and social! positions within the hospitals and 
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medical schools of our country. 
We would appreciate it very much if you 
would publish this letter in your journal. 
Very sincerely yours, 
(signed) N. S. LEHRMAN, M.D. 
Editor, The Interne 


November, 1946. 
To the editor: 

Your editorial, “The Jnterne 
warmed the cockles of my heart. So far as 
symbols are concerned you certainly did 
“hoist the enginer with his own petar.”” You 
probably had your tongue in your cheek 
when you suggested that a change from the 
wand of Hermes to the staff of Aesculapius 
would add zeal in the quest of truth. Evi- 
dently, what the editor of Jnterne lacks is 
intelligence or intellectual honesty, neither 
of which can be had by discarding the wand 


for the staff. 


Errs,”’ 


Sincerely yours, 
(signed) J. LABRUCE WARD 





BULLETIN BOARD 


PRESIDENT’S MESSAGE 

In the November issue of the JOURNAL, 
under “Correspondence,” was published a 
letter from Dr. O. Norris Smith of Greens- 
boro. This letter was also sent to the presi- 
dent of the Society, and his answer follows. 
My dear Dr. Coppridge: 

At their regular meeting on October 24th, the 
members of the Greensboro Academy' of Medicine 
devoted much time to a spirited discussion of the 
North Carolina Good Health Association’s promo- 
tion of its aims, in cooperation with the Medical 
Care Commission. 

By unanimous vote, the Academy resolved: “That 
the Academy disapproves the wording of the ‘invi- 
tation’ to serve on the council of the North Caro- 
lina Good Health Association extended to many 
physicians by the Advisory Committee of the North 
Carolina Medical Care Commission, because the ob- 
ligation to accept the entire five-point program 
would give such council members no freedom of 
choice as to the relative merits of the several aims, 
and would suppress any constructive participation.” 

By unanimous vote, the Academy resolved: “That 
the establishment of another four-year medical 
school at Chapel Hill or anywhere else in the state 
is deemed a needless, useless, and extravagant ex- 
penditure of public funds. It is the least important 
point in the Good Health Association’s program and 
should be considered last. The other parts of the 
program are of vital importance, and should be 
vigorously pushed to completion.” 

We feel that the proposed hospital construction 
and expansion are the most important steps in the 
improvement of public health and in the attraction 
of new doctors to medically neglected areas. When 
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the state legislature starts to prune the tremendous 
budget suggested by the Medical Care Commission, 
the promotional publicity thus far strongly suggests 
that the ofticial voice ot the Good Health Associa- 
tion will fight for the medical school to the last 
gasp, and would sacrifice, if necessary, all the other 
aims which have merited widespread public support. 
The proposed medical school is a highly controvers- 
ial medicine, which has been made palatable for the 
public by a sugar coating of our other objectives 
upon which there is universal agreement. 
Sincerely yours, 
(signed) O. Norris Smith, President 
(signed) H. C. Lennon, Secretary 


Dr. Coppridge’s reply: 


November 1, 1946 
Dear Doctor Smith: 


Your letter of October 29 was delivered to me 
through the courtesy of Dr. Fred Patterson. 

Dr. McKay, in sending out the letters to which 
you refer, I am sure intended to limit no doctor’s 
freedom of choice as to what type of program he 
wishes to support in the interest of better medical 
care in North Carolina. He knew, as do all of us, 
that there are members of our State Society who 
are not in favor of the integrated program proposed 
by the Nerth Carolina Medical Care Commission 
and by the North Carolina Good Health Association. 
Dr. McKay in sending out his letter tried to make it 
clear that he and his committee were seeking doc- 
tors, to aid in the Good Health program, who are in 
favor of it. 

You, no doubt, know that the Good Health Asso- 
ciation was formed about one year ago with the 
purpose of supporting whatever program the Medi- 
cal Care Commission might adopt. 

There has been at no time to date and will not 
be, during my administration, any effort to undul: 
influence any member of the State Society in form- 
ing his own opinion as to how he can best serve 
the profession and the state in this matter. It has 
been discussed in two House of Delegates meetings 
(in 1945 the State Society did not meet) and in 
every meeting of the Executive Committee since 
January 1944. It has always been overwhelmingly 
endorsed. Only last month the Executive Committee, 
which as you know is composed of all the Councilors 
and officers of the State Society, with twelve mem- 
bers voting, recommended the program of the Medi- 
cal Care Commission—only one member dissented 
on just one issue and that—the location of the medi- 
cal school. 

It is my understanding, and that of Dr. McKay, 
that the Guilford County Medical Society and the 
Eighth District Society in 1944 voted in favor of 
the plan that is now proposed. As a member of the 
Medical Care Commission it was my pleasure to 
visit Greensboro in June of this year with members 
of the National Committee for the Medical School 
Survey. At a dinner, with perhaps one hundred 
present, the citizens of Greensboro together with 
many prominent members of the Guilford County 
Medical Society urged upon us the expansion of the 
University Medical School in Greensboro. Needless 
to say, I am surprised that the Greensboro Academy 
of Medicine did not, through suitable resolutions, 
advise that meeting “that the proposal was deemed 
a needless, useless, and extravagant expenditure of 
public funds.” 

Dr. Smith, the Medical Society of the State of 
North Carolina has pledged itself to the recommen- 
dations of the Poe Commission enacted into law by 
House Bili No. 594 in the last legislature. It has 
endorsed the recent requests of the North Carolina 
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Medical Care Commission which constitutes the pro- 
gram of the North Carolina Good Health Associa- 
tion. Dr. McKay, as chairman of the Advisory Com- 
mittee, is striving very hard to foster this work on 
the part of the State Medical Society. He was ap- 
pointed to this assignment by Dr. Paul Whitaker, 
President of the Society in 1944, and has been re- 
tained in that capacity by Dr. Oren Moore and me. 
You and the members of your organization may 
be assured that the officers of the State Medical 
Society will in no way attempt to interfere with 
your rights in supporting any type of program that 
you believe, in your considered opinion, is best for 
the state of North Carolina. 
I will thank you to present this letter to your 

organization as well as your letter to me. 

Cordially yours, 

(Signed) W. M. Coppridge 
President, Medical Society of 
the State of North Carolina 


The Guilford County Medical Society has 
since passed a resolution endorsing the en- 
tire program of the Medical Care Commis- 
sion. 

In line with the policy of the officers of 
the Society in attempting to keep before the 
membership all pertinent facts in the pro- 
gram of the Medical Care Commission, the 
following letters are published. The first, 
from Mr. Don Elias of Asheville to all mem- 
bers of the legislature, is followed by Dr. 
Paul Whitaker’s to the same group. 


December 5, 1946 
Dear Senator 

One of the controversial problems to be dealt with 
by the 1947 Legislature will be whether the tax 
payers of North Carolina shall at this time build a 
third four-year medical school and undertake the 
heavy financial support annually such an institution 
will call for. The erection of a four-year medica! 
school and 400-bed hospital at Chapel Hill is being 
urged by some as an immediate necessity as a part 
of a better medical care program for our people. 

I am one of the members of the Medical Care 
Commission who does not feel that it is necessary 
to embark on the establishment of a four-year medi- 
cal school as one of our first necessities in better 
medical aid for those who need it in the state. I 
feel that our primary need is more regional and ru- 
ral hospitals and medical centers. In order that we 
may create those most urgently needed at this time, 
the next Legislature probably should appropriate 
more funds than it will be possible to do. I should 
be very much disappointed to see a large portion of 
available funds appropriated for a project about 
which there is much difference of opinion. 

I would like to call to your attention that there 
is no division of opinion on the question of doing 
more for the medical care and assistance of our 
people in the way of hospitals and medical centers. 
The Governor of North Carolina, every member of 
the North Carolina Medical Care Commission, the 
entire National Survey Committee, and the Medical 
Society of North Carolina are all unanimous in 
their support of a better hospital and medical care 
program. No one has to make any effort to convince 
any of these persons of the urgent necessity of more 
aid to health. I have a feeling that the same state- 
ment could be applied to the entire membership of 
the 1947 Legislature. The only division of thought 
is on the question of a four-year medical school. 
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Believing that you will want all of the informa- 
tion on every side of this question that you can 
secure, I am enclosing a page from the Winston- 
Salem Journal and Sentinel under date of October 
27, 1946, which carries an article by one of the 
Journal-Sentinel writers, Chester S. Davis. I feel 
that the article is very fair in its treatment of this 
question and felt you might like to have it. For that 
reason, I am enclosing it herewith. 

Cordially and sincerely yours, 
(Signed) Don S. Elias 


Dr. Whitaker’s letter: 


Subject: Expanding the Two-Year University Medi- 
cal School to a Four-Year School: Is It 
Justified ? 


Honorable 
May I have your attention for a few minutes to 
discuss with you the basic facts as I see them about 
one of the most important subjects that will claim 
your attention in the 1947 General Assembly? 

I have just read a letter recently sent presumably 
both to you and to the entire membership of the 
1947 Legislature by Mr. Don Elias of Asheville, en- 
closing a newspaper article by Mr. Chester Davis 
of the Winston-Salem Journal and Sentinel. 

Mr. Elias states that he feels this article “is very 
fair” in its treatment of the role of the expanded 
University of North Carolina Medical School in a 
broad program of medical education and medical 
care in North Carolina. But is it? As a former mem- 
ber of the Medical Care Commission and Chairman 
of its Sub-Committee on Medical School Expansion, 
and as a citizen and physician of our state (with the 
added privilege of having served as president of the 
State Medical Society while this program was be- 
ing formulated), I should like to respectfully submit 
that the article by Mr. Davis is far from fair in its 
treatment of this question. 

As I see it, this avis article is in reality a skil- 
fully drawn article intended from its inception only 
to serve the negative side of the question. In the 
interest of fairness I wish to review highly impor- 
tant facts which Mr. Davis has chosen to ignore. 

I. An Unbiased Effort to Present the Facts 

As an alumnus of Duke University and as a phy- 
sician who has had a close association with the 
Bowman Gray School of Wake Forest College be- 
fore and since it was expanded to a four-year 
school, I feel that I can speak in an unbiased manner 
about the University Medical School. 

I have a profound admiration for our two pri- 
vately-endowed schools and am deeply appreciative 
of what they have contributed to our state and na- 
tion. They have a definite and important part in the 
program envisioned for North Carolina. But at the 
same time it is my studied conviction that we need 
the expansion of our University School in order to 
insure the success of the program which the Com- 
mission has recommended. The problem to be solved 
is of such magnitude that it should receive the har- 
monious and cooperative efforts of all three schools. 

Mr. Elias in his letter to you talks about “build- 
ing” and “establishing” a third four-year medical 
school. I think he knows that it is not a question of 
establishing or building, but of “expanding” in or- 
der that the present University school can serve 
this state to its full usefulness and capacity. 

The figures quoted in the newspaper article he 
sent you are an error. It would cost the state only 
$500,000 more a year to operate the school on a 
four-year basis together with a 400 bed Teaching 
Hospital than it will cost to continue to operate the 
two-year school. The expanded school, it must be 
remembered, would also train nurses, technicians, 
hospital administrators, and other types of all medi- 
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cal personnel as well as physicians. 
II. How the Medical School Program Developed: 
Read the Record 

In carrying out the mandate of the 1945 General 
Assembly creating the North Carolina Medical Care 
Commission, a committee of seven out-of-state ex- 
perts in the field of medical education and medical 
care were called in by the North Carolina Medical 
Care Commission to study the question of the Medi- 
cal School in a program of medical education and 
medical care. Under the law these out-of-state ex- 
perts were required only to survey the location of an 
expanded state supported school. The Commission, 
however, went further than the law required and 
requested this group of distinguished men to advise 
us as to the need for as well as location of a state 
supported Four-year Medical School. 

These men in a noble document known as “The 
Report of the National Committee for Medical 
School Survey,” by a 5 to 2 majority, submitted to 
the Commission a plan of medical and hospital care 
tailored to the needs of North Carolina. This report, 
along with a report of the two dissenting members, 
was fully, concisely and frankly debated by the 
Commission in full meeting assembled on August 
8, 1946, and adopted by a vote of 13 to 4—more 
than 3 to 1. The report, the debate, and other per- 
tinent data have been printed as “The Official Re- 
port of the Medical Care Commission on The Ex- 
pansion of the Medical School of the University of 
North Carolina to Governor R. Gregg Cherry and 
the Board of Trustees.” 

Before making up your mind on this important 
and far-reaching question, may I most respectfully 
urge that you get a copy of this report from the 
North Carolina Medical Care Commission and study 
it carefully? In it you will indeed find both sides of 
the picture presented. I sincerely believe that it will 
be far more useful to you as a public servant than 
the article sent you by Mr. Elias. Dean Berryhill 
has also prepared an article entitled “The University 
Medical School” which I have suggested that he 
mail to you and which I believe you will find of in- 
terest in making your decision. 

III. Expanded Medical School Necessary to Supply 
Needed Personnel 

There are a few other points that I would beg 
your indulgence to make. 

Mr. Elias states in his letter to you that there “is 
no division” of opinion on the hospital and health 
center part of the program. Mr. Elias knows or 
should know that the staffing of the new and en- 
larged hospital program cannot be accomplished 
with the present supply of personnel. There is al- 
ready an acute existing shortage of personnel to 
operate our present facilities. This certainly empha- 
sizes the fact that the present training facilities in 
our state cannot be relied upon to supply the medi- 
cal, nursing and other personnel that will be re- 
quired to staff the 7,200 additional beds contem- 
plated. The state should provide—nay, must pro- 
vide, if the program is to succeed—training facili- 
ties that will supply the physicians, specialists, hos- 
pital administrators, nurses, dietitians, technicians, 
etc., that will be necessary to carry out the program 
of medical care which the people are rightfully in- 
sisting be made available to them. “To build hos- 
pitals without making provision for such person- 
nel,” as has been well said, “would be like building 
churches without preachers or schoolhouses without 
teachers.” 

The University should have the teaching facilities 
of its Medical School, School of Public Health and 
other departments so expanded and its Teaching 
Hospital erected at the earliest possible date. Other- 
wise there may be hospitals and beds needed for the 








sick which cannot be utilized effectively because of 
a lack of medical, nursing and other essential per- 
sonnel, to say nothing of other vital functions that 
a Teaching Hospital and its staff would render the 
smaller communities throughout the state. The ex- 
panded University Medical School could and should 
do in the field of medical and hospital care what 
State College has done for agriculture and industry 
and it should be given the opportunity to render 
this vital and necessary service for the state 
through expanded facilities. It is the responsibility 
of the University Medical School as an agency of 
the state to do just this. 

Only the function of state-supported training fa- 
cilities can be relied upon to supply the personnel 
to staff the state system of hospitals. The faculty 
members for the University’s third and fourth year 
of medicine should be appointed with the under- 
standing from the beginning that they are to par- 
ticipate in the integration and expansion services 
which are properly the responsibility of the Uni- 
versity School. In this capacity the cooperation of 
privately endowed schools, to the limit of their 
ability to render such services, should be sought and 
utilized to the fullest. The University School would 
welcome this cooperation. 

The recruitment of students qualified to become 
physicians and nurses is another function which a 
University Dean of Students could be expected to 
perform. He would advise them during their student 
days and when they are ready for service he would 
guide them to the locations, chiefly rural, where they 
are so badly needed, provided all other phases of 
the program recommended by the Commission are 
carried out. 

IV. Expanded Medical School Needed to Enable 
Poorer Boys to Practice 

And now I come to my final points. Medical edu- 
cation is the most expensive of the professions in 
both time and money required of students. Many 
qualified boys and girls are prevented from follow- 
ing a useful career of medicine by the simple fact 
that they cannot afford the cost of medical educa- 
tion. And here some data from the August 17, 1946, 
issue of the Journal of the American Medical Asso- 
ciation is highly significant. In ten four-year ap- 
proved state-supported medical schools the average 
tuition and fees for the four years of medicine total 
$1,076 for residents and $1,993 for non residents, 
while the tuition and fees in ten privately supported 
schools averaged a total of $2,208. The resident stu- 
dent of a state-supported medical school thus enjoys 
a tuition advantage on an average of more than 
$1100 over the student who attends the privately- 
supported schools, to say nothing of the expense of 
travel to a school at a distant point. This amount of 
money means a great deal to a boy of limited means 
struggling for a medical education. 

The suggested Dean of Students in an expanded 
University Medical School and the loan fund of the 
Medical Care Commission, together with the fact 
that tuition and fee costs are more than $1000 less 
in a state-supported medical school as compared to 
privately supported schools, could contribute greatly 
to solving the financial problems of many boys and 
girls who wish to serve their state as doctors and 
are now prevented from doing so. 

V. Two Year Medical Schools Must Expand 
or Close 

While the financial items of tuition and travel are 
important, there is another serious problem existing 
in the fact that the student who is taking two years 
of medicine in a two-year school finds it increasingly 
difficult and at times impossible to find a four-year 
school that will admit him for his third and fourth, 
years. This forces the states that support two-year 
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schools to face the necessity of expanding their 
medical schools to four years or closing them. In 
view of the Medical and Hospital Care Program of 
the state (about which Mr. Elias states there “is 
no division”) and the resultant urgent need of pro- 
fessional personnel, the consequences of closing the 
University two-year medical school would be tragic. 
VI. Let’s Listen to Five Competent Groups 

Can it be that Mr. Elias would want his State 
University to get out of medical education in the 
light of our dire needs of the future? Mr. Elias anc 
his associates in opposition to the Medical School 
angle of the program were charged with the re- 
sponsibility of solving an urgent and compelling 
need to improve the health conditions of our state 
when they accepted appointment to the present 
Commission. They should think a long time before 
they attempt to destroy and defeat a vital part of 
the balanced program which the Commission after 
laborious effort and study has presented to the leg- 
islative representatives of the people for their con- 
sideration. In their opposition they disregard five 
competent groups as follows: 

1. The 5 to 2 majority of the National Committee 

for Medical School Survey. 
2. The 13 to 4 opinion of the Medical Care Com- 
mission after hearing all sides of the question 
debated. 
3. The unanimous verdict of the committee of Past 
Presidents of the State Medical Society. 
4. The specific pledge of the Democratic state 
platform. 
5. The emphatic endorsement of this program by 
some of the foremost medical authorities in 
the nation. (See minutes of August 8 meeting 
of North Carolina Medical Care Commission.) 
How much weight should the opinion of Mr. 
Davis have as compared with the combined wisdom 
of these five groups? 
This statewide program is practical and within 
the ability of the state to undertake and maintain. 
If it is to accomplish the high and useful purpose 
envisioned for it, all angles of it must be carried out. 
To attempt to delete or destroy certain parts of it 
would be tragic. I hope and respectfully urge that 
you examine carefully the materials referred to, 
with the firm belief that when you have done so 
this great humane and practical program will have 
your fine support. 
Assuring you of my appreciation for your consid- 
eration of this letter and with greetings in the true 
spirit of Christmas, I am 
Respectfully yours, 

(Signed) Paul F. Whitaker 
Chairman, Committee on Four-Year Medical 
School, N. C. Medical Care Commission, 
November 1945-November 1946 


The North Carolina Medical Care Com- 
mission cn August 8, 1946 adopted the ma- 
jority report of the National Committee for 
Medical School Survey. Voting 13 to 4 the 
Commission felt that the language of the 
National Committee’s report was clear when 
it said on page 2 of the report: 


“That the planning of the Medical School develop- 
ment proceed as may be convenient; that, however, 
the construction and operation of the expanded 
medical school appropriately be timed with the de- 
velopment of the program for the construction of 
hospitals and health centers, in order to insure a 
properly coordinated advancement of the total State- 
wide health-service project of North Carolina.” 
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The four dissenting members of the North 
Carolina Medical Care Commission inter- 
preted the above statement to mean that the 
medical school expansion should await a 
state-wide program of hospital construction. 
This impression is expressed in the minority 
report of the Commission signed by these 
gentlemen as follows: 

“This minority report of the Commission directs 
attention to the fact that the majority report of the 
National Committee which recommends another* 
medical school for North Carolina does not recom- 
mend} the immediate; establishment of such a 
school...” 


Everyone understands that after all ez- 
pansion of a fifty-year-old school is all that 
is contemplated, but since there seemed to 
be some difference of opinion as to the inter- 
pretation of the National Committee’s re- 
port, Dr. Sanger, chairman of the Commit- 
tee, was asked to clarify the opinion of his 
committee. The minority report goes into 
great detail in an attempt to show an in- 
consistency in Dr. Sanger’s views on medical 
education as expressed in the National Com- 
mittee’s majority report and in a report he 
made after studying the medical educational 
needs in Mississippi. Dr. Sanger also 
touches on this subject in his letter to Mr. 
James Clark, chairman of the North Caro- 
lina Medical Care Commission, as follows: 


December 17, 1946 
Dear Mr. Clark: 

Having read a copy of the minority report of the 
North Carolina Medical Care Commission as ad- 
dressed to Honorable R. Gregg Cherry, Governor 
of North Carolina, I feel it a duty to make com- 
ment as a member of the National Committee for 
the medical school survey and as one of the signers 
of the majority report of this committee, dated July 
1, 1946. There is every desire not to precipitate con- 
troversy, but merely to comment in justice to our 
report which was based upon careful study and de- 
veloped after due consideration and discussion. 

If our report is construed as intended and as we 
thought the language warrants, it may be sum- 
marized thus: That North Carolina expand its 
medical school at Chapel Hill into a medical center. 
the elements of which are set forth on page 1 of 
our report; that the activities of this medical center 
be integrated with the vroposed state-wide network 
of hosnvitals and health centers, in order to give 
them the utmost in clinical and other consultative 
services and continuing educational opportunities 
for all grades of personnel. thus removing the bar- 
riers of current medical isolation for outlying health 
service units; that all of these consultative and :I- 
ucational arrangements be made voluntarv and in- 
clude the cooperation as far as offered of existing 
privately endowed medical schools of the State; 
that the development of the medical center both 
physically and functionally be so timed as to proceed 
step by step with the development of the State net- 
work of hospitals and health centers so as to keep 
these two laree undertakings in proper balance, 
that neither of them may claim an undue portion 

* Italics ours 

+ Italics theirs 
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of public interest or public support; that basic to 
the success of the health program in North Carolina 
viewed both from the standpoint of the medical cen- 
ter and the hospital network there be evolved a 
practicable plan for financing the various elements 
of medical and hospital care in the state. 

It seems to me that it ought not to be difficult to 
understand the essentials of our majority report and 
the reasons for them. North Carolina had given 
rather exhaustive study to its health problems be- 
fore our committee came to the State. Our report 
was prepared in the light of that study which made 
unnecessary recounting all of the functions which 
normally can be served by four-year medical schools 
and allied activities, such as its service in caring 
for indigent patients, as the detailed mechanics of 
its relation to the better distribution of physicians 
between urban and rural populations, or even its 
obvious advantages to North Carolina students in 
obtaining undergraduate medical instruction, to say 
nothing of the advantages to the State in continu- 
ing postgraduate and graduate education. Our pur- 
pose was different—it was to determine whether the 
medical school expansion was justified in terms of 
any new developments in the State or in the nation. 
Hence, major consideration was given to possible 
functions of a state-supported medical center in re- 
lation to the development of a state-wide system 
of health centers and hospitals designed to give the 
distribution and quality of medical care which the 
State needs and aspires to. On this point, our find- 
ings were positively in the affirmative. A much mere 
detailed report could readily have been developed in 
support of such findings had it been thought neces- 
sary. We had reason to believe that the able leader- 
ship in North Carolina had passed the point where 
such details were necessary. 

Frequent reference in the minority report under 
discussion here to my report on medical .education 
in Mississippi is made. All that I ask is that this 
report be read in its entirety and its findings ap- 
plied to conditions in Mississippi which are far dif- 
ferent from those in North Carolina. Then any at- 
tempt to argue the case in North Carolina on the 
basis of analogy with Mississippi breaks down be- 
cause such argument by definition requires that the 
fundamental underlying conditions have reasonable 
identity or similarity. There is an old saying that 
almost anything can be proved by the use of bits 
of scripture disassociated from their contexts. One 
smiles at a similar use of sentences fished out of 
the Mississippi report. 

The author of the minority report does not seem 
to understand the implications of coordination and 
integration used frequently in our report as re- 
ferred to above in this letter. He states in effect 
that this is the function of government, that the 
integrating factors should he financial and statisti- 
eal. It is easy to press such a principle of integra- 
tion into overstandardization which may be deaden- 
ing. Our proposal is to achieve coordination and in- 
tegration as a process of professional education and 
nrofessional consultation provided everywhere and 
for whomever needed, conducted at the medical cen- 
ter or at the most remote outpost unit of the hos- 
pital-health center network. Thus, the highest tyne 
of health service can be given at any point in the 
State not just at the medical center. Future distri- 
bution of medical care, we believe, could only be se- 
cured by eliminating isolation and by raising the 
quality of service to the highest possible point re- 
gardless of where given. This sort of thing is suc- 
cessful in three or four areas in the United States 
at present and unless North Carolina bestirs her- 
self, many other states will outdistance her in a 
program which on the basis of early plans should 
give North Carolina first, place in the nation. 
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Finally, the burden of this minority report seems 
to be to argue for postponement of medical school 
development in favor of the immediate development 
of the hospital network. To attempt to prove that 
from our majority report is contrary to our purpose 
and the language of our report. I, myself, wrote 
section II. page 2, which deals with timing, pre- 
sented it te our committee which considered it and 
approved it unanimously at its last meeting when 
six members were present. No voice was raised 
against it. Not knowing where the various hospitals 
and health centers of the State network were to be 
located, no blue print for this network and its re- 
lated medical center could be included in our report. 
However, it ought to be obvious that neither of 
these features of the State program should be given 
priority and we attempted to say this, that the tim- 
ing should be such that they would go along step 
by step together. Even when the medical center and 
its complex activities are under way at full tilt, the 
center will be put to it to supply all of the twenty 
or more types of professional and technical person- 
nel required to operate the various units of the hos- 
pital network and in addition, keep them up to date 
and growing. 

Sincerely yours, 
(Signed) W. T. SANGER 


It seems that this letter clearly sets forth 
the views of the National Committee and 
leaves room for no misunderstanding in 
their interpretation. 

In the December issue of Southern Medi- 
cine and Surgery Dr. W. S. Rankin pub- 
lished an article entitled “Why I Am Op- 
posed to a Third Four-Year Medical School.” 
Dr. Rankin gives two reasons, one minor and 
the other major, for this opposition. The 
minor reason concerned (1) that the school 
is not needed. This, of course, is a matter of 
opinion. The National Committee said it is 
needed. I have letters in my possession from 
the following leaders in medical education in 
this country who say it is needed and com- 
mend the purpose for its expansion: 


Dr. Kenneth M. Lynch, Dean 

Medical College of South Carolina, Charleston, 
South Carolina 

Dr. Roger I. Lee, Boston, Massachusetts 

(Former President of the American Medical 
Association) 

General James Stevens Simmons, Dean 

School of Public Health, Harvard University, 
Boston, Massachusetts 

Dr. Cyrus C. Sturgis, Professor of Medicine, 

University Hospital, University of Michigan, 
Ann Arbor, Michigan 

Dr. Joseph T. Wearn, Dean 

School of Medicine, Western Reserve Univers- 
ity, Cleveland, Ohio 

Dr. E. M. MacEwen, Dean 

College of Medicine, State University of Iowa, 
Iowa City, Iowa 

Dr. H. E. Jordan, Dean 

School of Medicine, University of Virginia, 
Charlottesville, Virginia 

Dr. Hugh J. Morgan, Professor of Medicine 

School of Medicine, Vanderbilt University, 
Nashville. Tennessee 

Dr. John Walker Moore, Dean ’ 


University of Louisville Medical School, 
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Louisville, Kentucky (also President of the 
Association of American Medical Colleges) 
Dr. G. Canby Robinson, Baltimore, Maryland 
Dr. Warfield T. Longcope 
Johns Hopkins Medical School, 
Baltimore, Maryland 
Dr. William Pepper, Dean Emeritus 
University of Pennsylvania School of Medicine, 
Philadelphia, Pa. 
Dr. H. B. Mulholland, Professor of Medicine 
University of Virginia, Charlottesville, Virginia 
Dr. T. Grier Miller, Professor of Medicine 
University of Pennsylvania, 
Philadelphia, Pennsylvania 
Dr. Eugene Pendergrass, Professor of Radiology 
University of Pennsylvania, 
Philadelphia, Pennsylvania 
The late Dr. Frederic Hanes, formerly Profes- 
sor of Medicine 
Duke University, Durham, North Carolina 
These letters, or copies of them, can be made 
available to those who would like to read 
them. So after all, authorities disagree; cer- 
tainly no one can doubt the authority of any 
of the above medical educators. 

The minor reason for Dr. Rankin’s objec- 
tion concerned (2) transportation of charity 
patients to the central hospital—that ambu- 
lances had been suggested and also that the 
purpose of the central hospital was to treat 
largely charity patients. 

The only reference I can find in any of 
the Poe Commission reports to the above 
subjects is in a statement from my commit- 
tee of the Poe Commission, i.e. the Commit- 
tee to Study Hospital Plans in other states. 
It was prepared in September, 1944. The 
passages bearing on these subjects read as 
follows: 


“The resources of the hospital should be available 
to all citizens of the state. It should not be confined 
to service to indigent cases, although ample accom- 
modations should be had for all such patients from 
any section of the state. A proportion of the beds, 
determined after study by the hospital council, 
should be arranged in wards for Negro patients, and 
the percentage should not necessarily be based on 
the ratio of the colored to the white population. The 
need of medical services may be found, upon study, 
to be greater among Negroes than among the white 
population.” ' 

In dealing with transportation the follow- 
ing paragraph reads: 


“Transportation of patients has not, in our in- 
vestigations, proved to be troublesome to institu- 
tions located in small communities. The highway 
system of this state seems well adapted to the quick 
movement of patients from all sections. If found 
advisable, a system of ambulances, similar to that 
operated by the state of Iowa, may be used. We 
found many advantages in such a system and it was 
shown that in Iowa the plan worked to the entire 
satisfaction of officials there. Railroad service is not 
particularly adapted to rapid movement of sick per- 
sons. Looking into the future, it is quite possible 
that in a few years air transport will be much more 
widely used for this purpose, and if so, the large 
new airport at Chapel Hill will likely be more ac- 
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cessible to such a hospital than any of the municipal 
airports could be if the hospital were located in a 
larger community.” (It is interesting that the first 
Civilian Air Ambulance service in the United States 
was inaugurated in Durham on September 21, 1946.) 


So far as I am able to find there has never 
been made any serious recommendation con- 
cerning ambulance service or the limiting of 
the teaching hospital to entirely charity pa- 
tients. | 

The minor objection concerns (3) the 
claim that expansion of the Medical School 
will result in more even distribution of doc- 
tors in the state. The National Committee’s 
majority report supports this claim—which 
is, that the expanded medical school together 
with hospital expansion will result in more 
equitable distribution of doctors and medi- 
cal service. The University of Tennessee has 
definitely proved that a state-controlled med- 
ical school can greatly affect the distribution 
of its graduates within the state, even in the 
absence of a hospital expansion program 
throughout the state. 

Dr. Rankin goes to some length to quote 
the Council on Medical Education and Hos- 
pitals seeking to prove that that body con- 
demns the expansion of the medical school. 
It is true that the Secretary of the Council, 
Dr. Victor Johnson, did disagree with the 
majority report of the National Committee 
and while he stated he was expressing his 
own opinion and not that of his Council, he 
elected to carry the matter to the Council 
and seek their prestige in backing up his 
minority opinion. It is true that the Council 
on July 2 in San Francisco, at the request of 
Dr. Johnson, did issue a statement stating 
that they could not recommend the expan- 
sion. This action was hurriedly taken with 
no facts before the Council except those that 
Dr. Johnson chose to give. Later in the year, 
on December 8 in Chicago, after the indi- 
vidual members of the Council had been 
given opportunity to study the proposals 
and express their own opinions, rather than 
those of Dr. Johnson (as they had done in 
July) the following letter was addressed to 
me by Dr. Weiskotten, the present Chairman 
of the Council: 


December 10, 1946 
Dear Doctor Coppridge: 

The question of a medical school in Chapel Hill 
was thoroughly discussed at a meeting of the Coun- 
cil on Medical Education and Hospitals held in Chi- 
cago on December 8, 1946. 

The Council realizes that no request has come 
from the University of North Carolina for its opin- 
ion in regard to the development of a four year 
medical school at Chapel Hill. 
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Although, in general, the Council on Medical Ed- 
ucation and Hospitals does not feel justified in as- 
suming the responsibility of recommending the de- 
velopment of a four year school in any small com- 
munity, the Council does concur in the opinion of 
Dr. Ray Lyman Wilbur which is expressed in the 
following excerpts from a letter dated August 8, 
1946 addressed by him to President Frank Porter 
Graham: 

“There has been a general feeling among physi- 
cians that medical schools should be located in the 
larger cities, as this certainly makes it possible 
more readily to conduct public clinics for outpatients 
and secure a volunteer part time clinical staff. 
Nevertheless there is no single standard in this or 
in any other country that can be insisted upon. 

“With sufficient funds for the medical school and 
sufficient hospital facilities, and with special ar- 
rangements for outpatients, obstetrical cases and 
emergency surgery, a small community could be the 
center for a successful medical school. State insti- 
tutions for the mentally ill can be brought into the 
neighborhood of Chapel Hill and operated at State 
expense, but staffed by the medical school faculty. 
It might work out that training in such a center 
would bring about more attention to the health of 
the rural population and would stimulate those who 
received the M.D. degree to do their medical work 
in rural areas. 

“The distance of the University of North Caro- 
lina from any thickly populated area will be a handi- 
cap which will require a special effort to overcome. 
Some plan will have to be worked out by which pa- 
tients can be brought to Chapel Hill for both out- 
patient and inpatient attention. It seems to me that 
a carefully chosen group of physicians could make a 
success of such a medical center if, outside of hos- 
pital expenses, there is available an annual sum in 
the neighborhood of a half million dollars for the 
medical faculty, the medical library, and the ex- 
penses of the laboratories and incidental research. 
The faculty expense would be larger than in cities, 
where there is a group of physicians willing to do 
part time work on a nominal basis as members of 
the clinical staff of the medical school. Success 
would depend upon the freedom of a group of well 
prepared men to work out a local solution at Chapel 
Hill and do medical work of such high quality that 
it would attract attention throughout the State of 
North Carolina and eventually the nation.” 

The Council is aware of the efforts of the Uni- 
versity of North Carolina, the Medical Society of 
the State, the government and other interested 
people in assessing the medical needs of the state 
and are vitally interested in your concept for a com- 
pletely integrated plan of health service. 

Yours truly, 
(signed) H. G. WEISKOTTEN 
Chairman 

It can be seen that the final action of the 
Council is quite different from that taken 
on July 2 in San Francisco. 

The major objection of Dr. Rankin is that 
“Another four-year medical school in North 
Carolina will be constructed and operated 
with funds that are needed by our general 
hospitals and by our mental hospitals. 

The budget finally adopted by the Medical 
Care Commission was arrived at after re- 
peated consultations with heads of the tuber- 
culosis and mental hospitals. The final draft 
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of the budget request was made after re- 
quests from the late Dr. Paul McCain and 
representatives of the mental hospitals, that 
requests for appropriations to these institu- 
tions be left out of the Medical Care Com- 
mission’s request. That the Mental Hospital 
3oard was well satisfied with the Commis- 
sion’s request and general program was evi- 
denced by the following resolution passed by 
that Board on October 12, 1946, 


Whereas, at the present time the institutions under 
the management of The Hospitals Board of Con- 
trol are suffering for lack of trained personnel 
in their attempt to care for the mentally ill in the 
State and, 

Whereas, at the present time there are occasions 
when it is necessary to confine certain persons 
who are mentally ill in the county jails until they 
can be admitted to our institutions, and 

Whereas, at the present time there are practically 
no provisions made in any hospital in the state 
for the emergency care of mentally ill persons, 
and 

Whereas, the 1945 General Assembly made provi- 
sion for the appointment of a Medical Care Com- 
mission and instructed them to make a survey to 
ascertain the hospital needs of the state and re- 
port to the next General Assembly their findings, 
and 

Whereas, the 1945 General Assembly instructed the 
Board of Trustees of the University of North Car- 
olina to expand their two year medical school 
into a standard four year medical school, after 
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certain conditions have been complied with, and 
Therefore, be it resolved by the Hospitals Board of 
Control: 
1. That we enthusiastically endorse this six point 
Health Program that has been proposed. 

2. That we request the Medical Care Commission 
in their hospital program to see to it that each 
hospital or health center receiving aid from 
the state have at least one room properly 
equipped for the mentally ill to be for the 
temporary care of emergency cases. 

That we request the Board of Trustees of The 

University of North Carolina to include in 

their plans for the extension of the two year 

medical school to a standard four year school 

a Division of Psychiatry fully manned and 

equipped to turn out trained psychiatrists, 

efficient nurses and technicians for institu- 

tions caring for the mentally ill. 

4. That we request the Dean of the above men- 
tioned Four Year Medical School and the Gen- 
eral Superintendent of our Mental Institutions 
to work out plans for complete cooperation 
between the Psychiatrie Division of the Medi- 
cal School and Hospital and the Mental Insti- 
tutions to the end that each may be helpful 
to the other. 


This resolution was offered by Senator 
Clark, seconded by Mr. Richardson and was 
passed unanimously. 

The following is a tabulation of the budget 
request of the Commission: 


a5 
WwW 
. 


PERMANENT IMPROVEMENT 


First Biennium 


1947-48 
Hospitals 
Local 


Hospitals $ 3,000,000 


Health Centers 375,000 

Teaching Hospital 1,375,000 
State of North Carolina 4,750,000 
United States—Hill-Burton 

Act Grants 4,062,000 
County and Local 3,375,000 
Our People will get $12,187,000 


Dr. Rankin was present at the hearing be- 
fore the budget commission and offered no 
comment upon it. 

Analysis of these figures shows that of the 
$17,500,000 expected from the Hill-Burton 
funds only $12,049,000 is requested for the 
medical care program, leaving $5,500,000 of 
the Hill-Burton funds to be used by the state 
on a 1/3-2/3 basis which creates a sum of 
$16,500,000 to be used if necessary for men- 
tal and tuberculosis hospital expansion. Of 
the $14,140,000 requested of the state over 
a four year period, only $3,590,000 is for the 
teaching hospital, leaving $10,550,000 as the 
state’s part for the construction of hospitals 


Second Biennium 





1918-49 1949-50 1950-51 
2,500,000 2,300,000 2,000,000 
375,000 es pees 
1,375,000 840,000 a 
4,250,000 3,140,000 2,000,000 
3,562,000 2,425,000 2,000,000 
2'875,000 2'300,000 2'000,000 
11,687,000 7,865,000 6,000,000 


and health centers—this is on a 1/3 basis 
with federal funds and local community 
funds. This would create, if it were all used, 
a fund of $31,650,000 for hospital construc- 
tion throughout the state over a four-year 
period—which after all is quite a sum for 
that period. 

It is regrettable that controversy is ines- 
capable in the developmnt of a program such 
as that proposed by the Commission. It has 
been projected by a group of earnest and 
sincere persons many of whom are members 
of our Society. There are also members of 
the Society who join the minority in oppo- 
sition. The chief contention of the opposi- 
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tion is that the medical school should not be 
expanded. 

It has been argued that the use of a medi- 
cal school to assist integration of a hospital 
program is something new—has never been 
tried. As a matter of fact it is being tried in 
Virginia by the Medical College of Virginia 
and is claimed to be a success. But whether 
or not it is new—there is certainly need for 
some type of integrated service to small hos- 
pitals. There is also need for changes in the 
medical curriculum that will make the grad- 
uates more conscious of the social aspects of 
medical practice. The ideas of Dr. Henry E. 
Sigerist, Director of the Institute of the His- 
tory of Medicine, at Johns Hopkins Univers- 
ity, as expressed in his book. THE UNIVERS- 
ITY AT THE CROSSROADS"), are very definite 
on this point. This paragraph seems to sum 
up to some extent his views: 

“Once we recognize that conditions of medicine 
and society have changed and that a new type of 
physician is needed we must admit that the objec- 
tive of medical education has changed also. A new 
medical school with a new curriculum to make a 
new step forward in the training of physicians is 
needed today as it was 50 years ago when the 
Johns Hopkins School of Medicine was organized.” 

We can hardly be fair and say that medi- 
cal education is stationary and cannot be 
improved upon. The mere fact that the idea 
is new certainly does not condemn it. In 
1893 Osler, Halsted, Kelly, Welch, Mall, 
Howell, and Abel assembled at Hopkins—all 
young men, under 40—and began a new sys- 
tem of medical education that has been an 
example for the world to follow for fifty 
years. — 

It is well recognized by all of us that the 
present medical school at the University 
must soon be abandoned if it is not ex- 
panded. Therefore, the real issue comes to 
light, which is—shall the State of North 
Carolina refuse to furnish any semblance of 
medical education for its citizens and impose 
the whole burden on private philanthropy? 
That the two-year school is doomed is borne 
out in the following letter from Dr. Weis- 
kotten—written in answer to questions that 
I submitted to him. Certainly no one in this 
country should be in a better position to 
answer them. 

December 10, 1946 
Dear Doctor Coppridge: 

As Chairman of the Council on Medical Education 

and Hospitals of the American Medical Association 


1. Sigerist, Henry E.: The University at the Crossroads, 


New York, Henry Schuman, 1946, p. 115. 
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I am sending to you a communication expressing 
the attitude of the Council toward the development 
of a four year medical school by the University of 
North Carolina. 

In your letter of December 3, addressed to me as 
Dean of Syracuse University College of Medicine, 
you request my opinion in regard to certain specific 
problems. I, as an individual, am very happy to give 
you my opinions in regard to them. The problems 
as expressed in your letter are as follows: 

“1). Is the Council recommending the establish- 
ment of any new two year medical schools?” 

The Council is not recommending the establish- 
ment of any new two year medical schools. Further- 
more, it is my opinion that the Council does not 
contemplate recommending the establishment of any 
new two year medical schools. 

“2). In view of (1) the difficulties of securing 
first-rate teaching staff in the two year schools, 
(2) the increasing importance of correlating the 
preclinical and clinical training in the first two 
years of the medical curriculum, and (3) the prob- 
able increase in the difficulty in transferring stu- 
dents, do you believe that the existing two year 
schools can continue to function indefinitely ?” 

It is my opinion that except under unusual con- 
ditions it will become increasingly difficult for the 
existing two year schools to continue to function 
as such. 

“3). In its long range planning should the State 
of North Carolina continue its efforts to improve 
the existing two-year State University school as a 
permanent institution on its present status or look 
to its gradual suspension of activity?” 

It is my opinion that unless the University of 
North Carolina can develop some program either in 
cooperation with some one or more other approved 
medical schools or under its own administration to 
provide for its students a satisfactory well coordi- 
nated program of undergraduate medical education, 
it should seriously consider the justification of the 
continuance of its present two year school... 

Please be assured that I personally and as chair- 
man and a member of the Council on Medical Edu- 
cation and Hospitals of the American Medical As- 
sociation will always be happy to discuss frankly 
with you and your state society any problems which 
may arise in the field of medical education and hos- 
pitals and will be anxious to be of any assistance 
possible to you. 

Sincerely, 
(Signed) H. G. WEISKOTTEN 

The issue is clear. The state has had pre- 
sented a program for extension of medical 
services to the areas most in need of them. 
It entails hospital and medical service ex- 
pansion as well as the training of personnel 
to carry on the work. It is a long range pro- 
gram that will require years for perfection. 
It puts the state with all its resources behind 
a great effort to better spread good medical 
care. It calls for close cooperation with all 
the endowed agencies and institutions to the 
end that all will benefit. The people of the 
state must decide what course they wish to 
follow. It is my hope and firm belief that 
the medical profession of the state will co- 
operate fully with whatever plan is adopted 
so long as it promises to give better medical 
services to the people. 
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MEDICAL SOCIETY OF THE STATE OF 
NORTH CAROLINA 
MINUTES OF MEETING OF COMMITTEES 
December 1, 1946 


Certain committees of the Medical Society of the 
State of North Carolina met in called session at the 
Hotel Sir Walter in Raleigh, at 11 a.m. on December 
1, 1946. The president of the Society, Dr. William 
M. Coppridge, called the meeting to order and pre- 
sided. The following doctors were present: 


Officers: 
Dr. William M. Coppridge, Durham, President 
Dr. Frank A. Sharpe, Greensboro, President-Elect 
Dr. James B. Bullitt, Chapel Hill, Second Vice 
President 
Dr. Roscoe D. McMillan, Red Springs, Secretary- 
Treasurer 
Councilors: 
Dr. John Cotton Tayloe, Washington, 
trict 
Dr. Newsom P. Battle, Rocky Mount, Fourth Dis- 
trict 
Dr. M. D. Hill, Raleigh, Sixth District 
Dr. J. H. McNeill, North Wilkesboro, Eighth Dis- 


Second Dis- 


trict 
Dr. I. E. Shafer, Salisbury, Ninth District 
Dr. D. M. McIntosh, Sr., Old Fort, Tenth District 


Committee chairmen and others: 
Dr. Charles W. Armstrong, Salisbury 
Dr. R. T. Bellows, Charlotte 
Dr. M. D. Bonner, Jamestown 
Dr. J. Street Brewer, Roseboro 
Dr. H. L. Brockmann, High Point 
Dr. E. I. Bugg, Durham 
Dr. ar L. Carrington, Burlington 
Dr. W. Davison, Durham 
Dr. J. s. Gaul, Charlotte 
Dr: i B: Haywood, Raleigh 
Dr. E. McG. Hedgpeth, Chapel Hill 
Dr. R. D. Kornegay, Rocky Mount 
Dr. Hamilton W. McKay, Charlotte 
Dr. Zack D. Owens, Elizabeth City 
Dr. K. B. Pace, Greenville 
Dr. Paul G. Parker, Erwin 
Dr. D. I. Rose, Goldsboro 
Dr. F. C. Smith, Charlotte 
Dr. Hugh A. Thompson, Raleigh 


President Coppridge stated that the purpose of 
the meeting was to decide upon a legislative pro- 
gram before the next session of the legislature con- 
vened. 

Dr. M. D. Hill, chairman of the Committee on 
Revision of the Nurses Practice Act, reported that 
the State Nurses Association had agreed not to ask 
for any alteration in the Nurse Examining Board 
or in the Standardization Board, and that they had 
asked the Medical Society to help them get a reduc- 
tion in the reciprocity fee from $25 to $15, an in- 
crease in the examination fee from $10 to $15, and 
annual re-registration of all nurses. After consider- 
able discussion the report of Dr. Hill was referred 
to the Executive Committee for consideration ‘and 
action. 

Dr. R. B. McKnight, chairman of the Committee 
to Study the Basic Science Law, recommended that 
the matter of a basic science act not be taken up in 
the next legislature, but deferred until the Medical 
Practice Act can be studied and revised. After dis- 
cussion, Dr. McKnight’s recommendation was voted 
upon and carried. 

Dr. Hamilton W. McKay, chairman of the Ad- 
visory Committee to the North Carolina Medical 
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Care Commission, asked permission to issue to 
every doctor in North Carolina a statement re- 
capitulating the basic principles of the medical care 
program. This permission was granted. 

Dr. G. Westbrook Murphy, chairman of the — 
mittee to Evolve a Satisfactory Plan for the Ad- 
ministration of the Medical Provisions of the Work- 
men’s Compensation Act, was not present. Secre- 
tary McMillan read the report of the Special Com- 
mittee on the Industrial Commission, together with 
several pertinent communications. After consider- 
able discussion, Dr. Shafer moved that the com- 
munications from Dr. Murphy be tabled until the 
committee submits a report upon which action can 
be taken. Dr. Owens seconded the motion, and _ it 
was carried. 

In the absence of Dr. Erick Bell, chairman of 
the Committee on Ways and Means of Establishing 
an Executive Secretary, Dr. J. Street Brewer re- 
ported that the committee had not been able to 
find a man to recommend to the Society, and sug- 
gested that the committee be enlarged to include 
members from the areas around Charlotte, Ashe- 
ville, Greensboro, and Winston-Salem. President 
Coppridge appointed to the committee Dr. Frank 
A. Sharpe of Greensboro, Dr. Monroe Gilmour of 
Charlotte, Dr. Lenox Baker of Durham, and Dr. 
Zack D. Owens of Elizabeth City. 

Dr. D. I. Rose read the report of Dr. Papineau, 
chairman of the Insurance Committee. The report 
was accepted and filed. 

President Coppridge then brought up the matter 
of relations between the Veterans Administration 
and the Society. The reasons for the dissatisfaction 
concerning the veterans home-town medical care 
program were discussed, and it was decided that a 
committee should be appointed to work with the 
Hospital Saving Association in familiarizing the 
doctors of the state with the requirements of the 
program. President Coppridge appointed on _ the 
committee Dr. E. McG. Hedgpeth, Dr. E. I. Bugg, 
and Dr. Alexander Webb. 

Dr. Karl B. Pace suggested that the Society spon- 
sor a plan for group automobile liability insurance 
for its members. This matter was referred to the 
Insurance Committee. 

President Coppridge then declared the meeting 


adjourned, at 3:10 p.m. 
x x 

MINUTES OF THE EXECUTIVE COMMITTEE 
MEETING 


December 1, 1946 


The Executive Committee of the Medical Society 
of the State of North Carolina met at the Hotel 
Sir Walter in Raleigh on December 1, 1946, and 

was called to order at 3:20 p.m. by the president. 
The following members were present: 


Officers: 
Dr. William M. Coppridge, Durham, President 
Dr. Frank A. Sharpe, Greensboro, President-Elect 
Dr. James B. Bullitt, Chapel Hill, Second Vice 


President 
Dr. Roscoe D. McMillan, Red Springs, Secretary- 
Treasurer 
Councilors: 
Dr. John Cotten Tayloe, Washington, Second Dis- 
trict 
Dr. Newsom P. Battle, Rocky Mount, Fourth Dis- 
trict 


Dr. M. D. Hill, Raleigh, Sixth District 

Dr. J. H. McNeill, North Wilkesboro, Eighth Dis- 
trict 

Dr. I. E. Shafer, Salisbury, Ninth District 

Dr. D. M. McIntosh, Sr., Old Fort, Tenth District 
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Secretary McMillan read a letter from Mr. Sample 
B. Forbus, temporary chairman of the committee on 
the training and registration of practical nurses, 
requesting that the State Medical Society allocate 
$80 to the North Carolina Committee of the Na- 
tional Association for Practical Nurse Education. 
Upon motion, duly seconded and carried, the secre- 
tary-treasurer was instructed to send the $80. 

Secretary McMillan then brought up the matter 
of the remission of dues of members in the armed 
forces. Dr. Bullitt offered the following motion, 
which was seconded and carried unanimously: “Re- 
solved, that the Executive Committee of the Medical 
Society of the State of North Carolina recommend 
to the House of Delegates of the Society that any 
member of the Society serving in the armed forces 
of the United States during the war be relieved of 
the obligation of paying dues to the Society during 
the period of his military service and for six months 
thereafter, provided that a part of a year in mili- 
tary service be counted as a year.” 

Secretary McMillan then stated that Dr. Paul F. 
Whitaker had resigned from the Medical Care Com- 
mission on account of his health, and that Governor 
Cherry had asked the State Medical Society to sup- 
ply him with the names of three men, from whom 
he will select a man to fill the place left vacant by 
Dr. Whitaker’s resignation. The following nomina- 
tions were offered: Dr. J. Street Brewer of Rose- 
boro, Dr. Donnell B. Cobb of Goldsboro, and Dr. 
G. G. Dixon of Ayden. 

Dr. Sharpe moved that the Executive Committee 
authorize the secretary to arrange obituary services 
for Dr. Paul McCain at a suitable time as part of 
the program for the annual meeting of the Society. 
The motion was seconded and carried. 

At the suggestion of President Coppridge, the 
following motion was offered by Dr. Battle, seconded 
by Dr. Tayloe, and carried: “Resolved, that a cer- 
tain amount of money be appropriated, to be de- 
termined by the Finance Committee, for the pur- 
pose of reimbursing in part the expenses of the com- 
mittees of the Society for telegraph and telephone 
communication, etc.” 

President-Elect Sharpe suggested that the mat- 
ters of the veterans’ dues and the time of the presi- 
dent’s address to the annual meeting be referred 
to the By-Laws Committee. 

Secretary McMillan announced that the next an- 
nual meeting would be held in Winston-Salem on 
April 28, 29, and 30, at the Robert E. Lee Hotel, 
and the meeting adjourned at 4:25 p.m. 





News NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA 


The School of Medicine of the University of North 
Carolina has accepted a grant from the Cinchona 
Products Institute, New York, for continuance of 
the work of Dr. Edwin P. Hiatt on the effects of 
quinine and other cinchona alkaloids upon renal 
function and blood pressure. 

Bo oe % 


Portraits of Dr. James B. Bullitt and Dr. W. deB. 
MacNider were formally presented to the University 
in a simple ceremony on Sunday afternoon, De- 
cember 15. The portraits, which will hang in the 
Medical School Library, were the gifts of alumni 
and friends of the school. During the meeting, 
which was presided over by Dr. George Carrington, 
president of the University Medical Alumni Asso- 
ciation, brief tributes were paid to Dr. Bullitt by 
Dr. Hugh Smith of Greenville, South Carolina, and 
to Dr. MacNider by Dr. W. M. Coppridge of Dur- 
ham, North Carolina. Chancellor R. B. House ac- 
cepted the portraits in the name of the University. 
An informal tea followed the ceremonies. 
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NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Dr. Eugene A. Stead assumed his duties as Pro- 
fessor of Medicine at the Duke University School 
of Medicine on January 1, 1947, filling the profes- 
sorship held by the late Dr. Frederic M. Hanes. 

Under the direction of Dr. Norman C. Conant, 
the Fungus Disease Registry is increasingly active. 
This registry supplies sets of teaching cultures for 
medical schools and maintains a diagnostic service 
that includes culture, histopathologic, and serologic 
studies. The service is financed by a grant from the 
American Foundation for Tropical Medicine. <A 
month’s course in mycology is to be offered by this 
department during the summer of 1947. The exact 
date will be announced later. 


At the meeting in Philadelphia of the Association 
of Medical Illustrators, Elon H. Clark was elected 
chairman of the Board of Governors, and Orville A. 
Parks was appointed chairman of the Southeastern 
Division. 


Dr. George A. Watson of the Department of Pedi- 
atrics received a scholarship for the fall Graduate 
Instructional Course in Allergy at Jefferson Medical 
School, Philadelphia. 


A special medical research building, making avail- 
able 22,000 feet of animal and laboratory space, is 
now well along in construction and should be ready 
for occupancy about March 1. 

* * * * 

As an experiment in graduate teaching, the De 
partment of Anatomy is offering a review of anat- 
omy on a graduate level using motion pictures, 
lantern slides, and other visual aids. This review is 
offered as a part of the specialty program in neuro- 
psychiatry and orthopedics. The course is conducted 
as round-table discussions with panels’ including 
staff clinicians especially interested in the region 
of anatomy under discussion. 


Dr. Raymond S. Crispell left Duke University on 
November 4 to assume the post of director of the 
Division of Neuropsychiatry for Branch 5 of the 
Veterans Administration, with headquarters in At 
lanta Georgia. He will also be connected with the 
Emory University School of Medicine and the 
Georgia School of Technology. 





NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Announcement was made on January 2 of the 
establishment of a $1,700,000 endowment fund by 
Mr. James A. Gray of Winston-Salem, the income 
of which will go to eleven North Carolina colleges. 
The principal beneficiary of the endowment fund is 
the Bowman Gray School of Medicine of Wake 
Forest College, which was awarded $900,000 of the 
amount, 


On December 29, 1946, Dr. C. C. Carpenter, Dean, 
announced a gift of $60,000 from Mrs. Nathalie 
Gray Bernard. This fund is to be used in further 
support of the development of the Department of 
Neuropsychiatry. Mrs. Bernard had previously given 
Graylyn Estate, valued at $1,000,000, to be used for 
that’ purpose, and her son, Gordon Gray had pre- 
viously made a gift of $125,000 to support the de- 
velopment of psychiatry. 
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Dean Carpenter also announced faculty changes 
that have been made during the year 1946. These 
consisted of the addition of twenty new members 
to the faculty; the return of two from a year’s 
leave of absence; the return of five from the armed 
services; and the promotion of five others. 

Those elected to the faculty during the year were: 
Dr. Thomas Blair, Assistant Professor of Periodon- 
tia and Oral Surgery. 

Dr. Richard R. Bobb, Instructor in Physiology and 

Pharmacology. 

Miss Martha Chilton, Instructor in Bacteriology. 


Dr. Elizabeth Conrad, Assistant in Clinical Pe- 
diatrics. 
Dr. W. Eugene Cornatzer, Assistant Professor of 


Biochemistry. 
Dr. H. Francis Forsyth, Instryctor in Orthopedics. 
Dr. MacDonald Fulton, Associate Professor of Bac- 
teriology and Director of Department. 
Dr. Mary I. Griffith, Instructor in Obstetrics and 
Gynecology. 
Dr. Richard A. Groat, Assistant Professor of Anat- 
omy in Charge of Neuroanatony and Histology. 
Dr. Douglas M. Kelly, Associate Professor of Neu- 
ropsychiatry. 
Dr. Weston M. Kelsey, Instructor in Pediatrics. 
Dr. Janet Mackie, Assistant Professor of Preventive 
Medicine. 
Dr. Thomas T. Mackie, Professor of Preventive 
Medicine and Chairman of the Division of Medicine. 
Dr. Richard L. Masland, Assistant Professor of Neu- 
ropsychiatry. 
Dr. Manson Meads, Instructor in Medicine. 
Dr. Charles H. Reid, Assistant in Medicine. 
Dr. Riley E. Spoon, Instructor in Dental Surgery. 
Dr. Joseph B. Stevens, Assistant in Medicine. 
Dr. Marjorie Swanson, Instructor in Biochemistry. 
Dr. Lloyd J. Thompson, Professor of Neuropsychi- 
atry and Director of the Department of Neuropsy- 
chiatry. 

Those returning from leaves of absence are: 
Dr. E. S. King, Professor of Bacteriology. 
Dr. James F. O’Neill, Assistant Professor of Sur- 
gery and Director of the Department of General 
Surgery. 

Those returning from the armed services are: 
Dr. George E. Bradford, Assistant in Clinical Oto- 
rhinolarnyngology. 


Dr. John F. Davis, Assistant in Clinical Medicine. 
Dr. William H. Flythe, Assistant in Clinical Medi- 
cine. 

Dr. C. Hampton Mauzy, Assistant Professor of 


Obstetrics and Gynecology. 

Dr. John F. Marshall, Instructor in Surgery. 

Those promoted, with their former and present 
titles, are as follows: 

Dr. George T. Harrell, Jr., formerly Associate Pro- 
fessor of Medicine and Director of the Department; 
now Professor of Medicine and Director of the 
Department. 

Dr. Frank R. Lock, formerly Associate Professor of 
Obstetrics and Gynecology and Director of the De- 
partment; now Professor of Obstetrics and Gyne- 
cology and Director of the Department. 

Dr. Robert P. Morehead, formerly Associate Pro- 
fessor of Pathology and Director of the Depart- 
ment; now Professor of Pathology and Director of 
the Department. 

Dr. Robert B. Lawson, formerly Assistant Profes- 
sor of Pediatrics; now Associate Professor of Pe- 
diatrics. 

Dr. J. Maxwell Little, formerly Assistant Professor 
of Physiology and Pharmacology; now Associate 
Professor of Physiology and Pharmacology in 
charge of Pharmacology. 
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WATTS HOSPITAL SYMPOSIUM 


The Fourth Annual Medical and Surgical Sym- 
posium sponsored by the staff of Watts Hospital 
will be held in Durham on February 12 and 13. The 
program is as follows: 


Wednesday, February 12, 1947 


11:00 a.m. Clinico-Pathological Conference, pre- 
sented by Sidney Farber, M.D., Department of 
Pathology, Harvard Medical School, Boston, 
Mass., and Charles D. May, M.D., Associate in 
Pediatrics, Harvard Medical School, Boston, 
Mass. 

2:30p.m. “Surgical Aspects of Diabetes’, Leland 
S. McKittrick, M.D., Boston, Mass. 

3:30 p.m. “Recent Advances in the Study and 
Treatment of Diabetes”, Howard F. Root, M.D., 
Boston, Mass. 

8:00 p.m. “Viral Hepatitis”, Joseph Stokes, Jr., 
M.D., Professor of Pediatrics, University of 
Pennsylvania Medical School, Philadelphia, Pa. 

9:00 p.m. “Pericardial Sears”, Francis C. Wood, 
M.D., Assistant Professor of Medicine, Univers- 
ity of Pennsylvania Medical School, Phila- 
delphia, Pa. 


Thursday, February 13, 1947 


11:00 a.m. Clinico-Pathological Conference, pre- 
sented by J. E. Ash, Colonel, Medical Corps, 
Director, Army Institute of Pathology, Wash- 
ington, D. C., and Wallace Yater, Former Pro- 
fessor of Medicine at Georgetown University. 

2:30 p.m. “Some Clinical and Physiologic Aspects 
of Portal Cirrhosis”, Albert M. Snell, M.D., 
Mayo Clinic, Rochester, Minn. 

3:30 p.m. “The Current Status of Calcium Peni- 
cillin in Beeswax and Peanut Oil”, Monroe J. 
Romansky, M.D., George Washington Univers- 
ity School of Medicine, Washington, D. C. 

8:00 p.m. “The Present Status of Effective Speci- 
fic Therapy Based on Exact Hematologic Diag- 
nosis”, Charles A. Doan, M.D., Dean, College of 
— Ohio State University, Columbus, 

i0. 





NORTH CAROLINA MEDICAL CARE 
COMMISSION 


Resolution on the Resignation of 
Dr. Paul F. Whitaker 


Whereas, as a necessary safeguard to his own 
health Dr. Paul F. Whitaker of Kinston has found 
it necessary to resign as a member of our North 
Carolina Medical Care Commission, and 

Whereas, it is fitting that other members of the 
Commission formally give expression to the high 
regard and sincere affection with which all of us 
have come to regard Dr. Whitaker and our deep 
regret that he is no longer an active and official 
comrade with us in our efforts to improve health 
and hospital conditions for the sick and suffering 
of our state. No nobler expression of that purpose 
has ever been made than his humane and spiritual 
statement on “Hospital and Medical Needs of North 
Carolina,” presented in 1944 to Governor Broughton, 
Governor-Elect Cherry, and the Advisory Budget 
Commission, revealing his deep understanding of 
the state’s health problems and a militant faith in 
our capacity to cure these ills. 

As chairman of our Committee on a Four-Year 
Medical School, Dr. Whitaker worked with ability, 
patriotism and zeal far beyond the mere line of 
duty, imperiling his own strength and health in 
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order to render the full service called for by his 
own extreme conscientiousness and deep love for 
his own fellow men. Rich indeed will be the tra- 
ditions of the North Carolina Medical Care Commis- 
sion if each of the rest of us may leave behind a 
record marked in any such degree by the combined 
powers of a fine brain, a great heart, and untiring 
industry. Therefore be it 

Resolved, that a copy of this resolution be spread 
on our minutes and that a copy be sent to Dr. 
Whitaker as an expression of our appreciation of 
all his past service, and as a further expression of 
our hope that we may continue to have the bene- 
fit of his interest, counsel and such active service 
and co-operation as he finds it possible to give. 

Respectfully submitted, 
CLARENCE POE. 





FIFTH DISTRICT MEDICAL SOCIETY 


The Fifth District Medical Society met in Ham- 
let on December 3. Speakers for the afternoon pro- 
gram were Drs. W. D. James, Jr., and Charles W. 
Brown of Hamlet, Dr. Frank Ward of Lumberton, 
and Drs. E. Garland Herndon and Charles M. Gil- 
likin of Winston-Salem. Dr. W. M. Coppridge, Mr. 
Carl Goerch, and Dr. Roscoe D. McMillan spoke at 
the dinner meeting. Officers elected for 1947 were 
Dr. C. O. Bristow of Rockingham, president; Dr. 
A. A. James of Sanford, vice president; and Dr. 
Hugh McAllister of Lumberton, secretary and treas- 
urer. 





ALAMANCE-CASWELL COUNTIES MEDICAL 
SOCIETY 


Dr. W. E. Cook of Mebane was elected president 
of the Aiamance-Caswell Counties Medical Society 
for 1947, succeeding Dr. Emmett Luptoi of Gra- 
ham. Other officers elected at a meeting held on 
December 10 were Dr. George W. Lawson of 
Graham, vice president, and Dr. A. W. Simmons of 
Burlington, secretary-treasurer. Drs. VD. E. Robin- 
son and F. T. Harper of Burlington were elected 
delegates to the State Society meeting, and Dr. 
J. C. Wilkins of Haw River and Dr. M. S. Dickson 
of Burlington, alternates. The 1947 Board of Cen- 
sors consists of Dr. S. F. Seott of Union Ridge, 
Dr. G. T. McLamb of Mebane, and Dr. J. H. Cutchin 
of Saxapahaw. 





ASHE-WATAUGA COUNTIES MEDICAL SOCIETY 


The second meeting of the newly organized Ashe- 
Watauga Counties Medical Society was held De- 
cember 11 at the Ashe Memorial Hospital in Jef- 
ferson. Dr. Robert R. King, Jr., was elected dele- 
gate to the State Medical Society mecting and Dr. 
H. B. Perry, Jr., alternate. A committee was ap- 
pointed to make recommendations for by-laws for 


the society. 





CATAWBA VALLEY MEDICAL SOCIETY 


A dinner meeting of the Catawba Valley Medical 
Society was held at the Newton Kiwanis Hall on 
December 10. The program consisted of Catawba 
County fried ham, brown gravy, and hot biscuit, in 
addition to papers by Dr. Frank Lock of Winston- 
Salem and Dr. Paul Kimmelstiel of Charlotte. The 
Newton-Conover Medical Association were hosts for 
the occasion. 
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EDGECOMBE-NASH COUNTIES MEDICAL 
SOCIETY 


Officers of the Edgecombe-Nash Counties Medical 
Society for 1947, elected at the December meeting 
of the society, are as follows: President, Dr. D. L. 
Knowles; first vice president, Dr. S. E. Way; second 
vice president, Dr. J. F. Crumpler; secretary-treas- 
urer, Dr. K. D. Weeks; editor, Dr. S. H. Justa; dele- 
gates to the State Society, Drs. Henry Cutchin and 
J. H. Raby; alternate delegates, Drs. A. L. Daught- 
ridge and C. W. Bailey. Dr. A. T. Thorp was re- 
elected to the board of censors, and Dr. Jane Mor- 
row was voted in as a new member of the society. 

Dr. H. N. Cole presented a paper on “Bone Mar- 
row Studies,” with lantern slides. 





FORSYTH COUNTY MEDICAL SOCIETY 


Dr. Samuel A. Vest, professor of urology at the 
University of Virginia, was guest speaker at a 
dinner meeting of the Forsyth County Medical So- 
ciety, held on December 10. His subject was “Car- 
cinoma of the Prostate.” Dr. J. H. McNeill of 
North Wilkesboro discussed health legislation to be 
presented before the 1947 General Assembly. 

Dr. Paul A. Yoder was elected president of the 
society, succeeding Dr. Fred Garvey. Dr. J. P. 
Davis was named first vice president and Dr. 
O. J. Hart, second vice president. Drs. J. R. Ben- 
der and Fred G. Pegg were re-elected secretary 
and treasurer, respectively. Dr. J. F. Marshall was 
named to the board of censors, succeeding Dr. H. M. 
Starling. 





PITT COUNTY MEDICAL AND DENTAL SOCIETY 


The Pitt County Medical and Dental Society held 
its annua! ladies night meeting December 12 at 
the Rotary Club Building in Greenville. The meet- 
ing was well attended. 

Dr. F. P. Brooks, the retiring president, extended 
a welcome to the doctors’ wives. Mrs. D. L. Moore 
responded. 

Dr. J. M. Mewborn of Farmville was installed as 
the new president of the society, and in his re- 
marks of acceptance took occasion to mention the 
fine relationship existing between the local health 
department and the physicians and dentists of Pitt 
County. After the installation of the president the 
meeting became a social affair. 

Dr. B. McKay Johnson of Greenville is the new 
vice president. and Dr. F. F. Irons of Greenville. 
secretary and treasurer. The hosts. Drs. Fred 
Irons. Maline Irons, FE. B. Aycock, D. B. Armistead 
and Dan Wright, provided a banquet for the occa- 
sion. 





WAKE COUNTY MEDICAL SOCIETY 


Officers of the Wake County Medical Society for 
1947 are Dr. C. T. Wilkinson of Wake Forest, pres- 
ident: Dr. A. G. Crumpler of Fuquay Springs, vice 
president; and Dr. Joseph Hitch of Raleigh, secre- 
tary-treasurer. The retiring president is Dr. Rob- 
ert L. McGee of Raleigh. 





Winthrop Increases Productions of Synthetic 
Amino Acids 
Increased production of synthetic amino acids is 
made possible by new methods of vreparation de- 
veloped in the laboratories of the Winthrop Chem- 
ical Company Inc. 
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SEABOARD MEDICAL ASSOCIATION 


The fifty-first annual meeting of the Seaboard 
Medical Association was held in Kinston, Decem- 
ber 3-5, 1946, with Dr. Thomas Leslie Lee of Kin- 
ston presiding. Other retiring officers were Dr. C. 
P. Jones, Jr. of Newport News, Dr. Alban Papineau 
of Plymouth, Dr. Cora Z. Corpenning of Virginia 
Beach, and Dr. H. H. Foster, Norlina. Dr. Paul F. 
Whitaker of Kinston headed the executive commit- 
tee. 

Officers elected for 1947 are Dr. O. R. Yates of 
Suffolk, Virginia, president; Dr. D. H. Bridger 
of Bladenboro, first vice president; Dr. Walter P. 
Adams of Norfolk, second vice president; Dr. 
Charles H. Lupton of Norfolk, third vice president; 
and Dr. Clarence Porter Jones, Sr., of Newport 
News, re-elected secretary-treasurer for the thirty- 
eighth year. 





NEWS NOTES 


Dr. John E. G. McLain has opened an office in 


Wilson for the practice of general medicine and 
diseases of the chest. 
ok *k Eo * 
Broadoaks Sanatorium in Morganton has  an- 


nounced the association of James Taylor Vernon, 
M.D., recently released from active duty with the 
medical corps of the army of the United States, 
on the medical staff of the sanatorium. 
* ok ot 
Dr. Ralph V. Ellis of Greensboro has announced 
the limitation of his practice to allergic disorders. 





AMERICAN COLLEGE OF SURGEONS 


The following North Carolina surgeons were re- 
ceived into fellowship in the American College of 
Surgeons at the Convocation held December 20, 
during the Clinical Congress in Cleveland: 

Charles H. Ashford, New Bern; James S. Brown, 
Jr., Hendersonville; John T. Codnere, Asheville; 
Richard B. Dunn, Greensboro; Eleanor B. Easley, 
Durham; Julian E. Jacobs, Charlotte: Harold B. 
Kernodle, Burlington; Joseph T. Kerr, Wilson; Har- 
old C. McDowell. Winston-Salem; Alexander S. Mof- 
fett, Banner Elk; Richard L. Pearse, Durham; 
Winfield L. Thompson, Goldsboro; Felix B. Welton, 
Whiteville; George T. Wood, Jr., High Point. 





THE SOUTHEASTERN SURGICAL CONGRESS 


The fifteenth annual assembly of The Southeast- 
ern Surgical Congress will be held in Louisville, 
Kentucky. at the Brown Hotel, on March 10, 11, 
and 12, 1947. North Carolina doctors appearing 
on the program are Dr. R. B. McKnight of Char- 
lotte and Dr. Thomas L. Lee of Kinston. 





POSTGRADUATE COURSE IN RADIOLOGY 


One hundred radiologists will be selected to: at- 
tend the postgraduate courses in radiology to be 
conducted March 30 through April 4 in Philadel- 
phia by the American College of Radiology. Prefer- 
ence will be given to radiologists who served in 
World War II. Second preference will be given to 
qualified applicants who were unable to obtain ad- 
mission to last year’s course in Philadelphia. The 


course is sponsored jointly by the Asettean College 
of Radiology and 
Society 


the Philadelphia Roentgen Ray 
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NATIONAL CONFERENCE ON MEDICAL SERVICE 


The Twentieth Annual Meeting of the National 
Conference on Medical Service will be held at the 
Palmer House, Chicago, Illinois, on February 9. 
Registration will commence at 9 a. m. and the pro- 
gram will include discussions in the fields of na- 
tional affairs, economics and medical education. All 
physicians are invited to attend; there is no regis- 
tration fee. Dr. Cleon A. Nafe, Indianapolis, is 
President of the Conference and Creighton Barker, 
New Haven, is the Secretary. 





CIVIL SERVICE EXAMINATION 


Mr. E. S. Burrows, Deputy Regional Director of 
the Fourth United States Civil Service Region, 
has announced an examination for the position of 
Medical Officer with the Fourth Civil Service Re- 
gion. The position is located in the office of the 
director of the region, in Winston-Salem, and the 
salary is $7102.20. The duties are mainly in the 
field of administrative medicine, and the position is 
closely connected with the U. S. Civil Service Com- 
mission’s program for the placement of physically 
handicapped persons in government jobs. 

Copies of the announcement and _ applications 
may be obtained from the Secretary, Board of U. S. 
Civil Service Examiners at any first or second-class 
post office, or from the director of the Fourth U. S. 
Civil Service Region, Winston-Salem, N. C. 





AMERICAN BOARD OF OPHTHALMOLOGY 


A directory of all diplomates to Januarv 1, 1947, 
will be nublished shortly after that date. This direc- 
torv will be arranged alphabetically and geogranh- 
ically. No biogranhical material will be included. 

Every effort will be made to make this directory 
accurate. Dinlomates who have not already done so 
should notify the Board office at Cape Cottage, 
Maine, at once, stating their name and address ex- 
actly as they wish them listed. 

The price is $3.00 postpaid. 





DIRECTORY OF CONVALESCENT HOMES 


The Committee on Public Health Relations of The 
New York Academy of Medicine is preparing a new 
edition of the “Directory of Convalescent Homes in 
the United States.” to be published by the Sturgis 
Fund of the Winifred Masterson Burke Relief Foun- 
dation of White Plains, New York. The last issue 
of this Directory was published by the Sturgis 
Fund in 1981 under the auspices of the Committee 
on Convslescent Care of the American Conference 
on Hospital Service and has long been out of print. 
The need of a new directory is recognized by all 
concerned. 

Early in January, a questionnaire will be distrib- 
uted to all recognized convalescent homes main- 
tained by municipalities, counties, or voluntary 
bodies. The information sought deals with the phy- 
sical plant, the staff. the requirements for admis- 
sion. the type of patients, therapy, and such other 
matters as will make the Directory 2 dependable 
guide for physicians who wish to refer their vatients 
to institutions for convalescence. The questionnaire 
is so devised that it can be filled out with a mini- 
mum. of effort. Convalescent homes that do not re- 
ceive a questionnaire are urged to request one by 
writing to E. H. L. Corwin, Executive Secretary, 
Committee on Public Health Relations, The New 
York Academy of Medicine, 2 East 103rd Street, 
New York 29, New York. 











January, 1947 


NATIONAL MENTAL HEALTH FOUNDATION 


The National Mental Health Foundation an- 
nounces that it has completed the production of its 
electrically-transcribed series of radio programs en- 
titled, “For These We Speak—.” These eight plays 
dealing with various aspects of mental illness are 
now available for sponsorship over local radio out- 
lets by mental hygiene societies and similarly con- 
cerned organizations. 

Although the purpose of these programs is di- 
dactic, there is no haranguing: the “message” of 
each play is inherent in its dramatic treatment. 
Brief introductory remarks by such personages as 
Helen Haves, Mrs. Franklin D. Roosevelt, Mary 
Jane Ward and Dr. Harry Emerson Fosdick serve to 
arouse the listeners’ curiosity concerning the play 
which follows. 

Mental hygiene societies, public health agencies, 
and the civic organizations desiring to assist in the 
sponsorship of this series over radio stations in 
their communities are invited to address their in- 
quiries to the Radio Section of the National Mental] 
Health Foundation, Box 7574, Philadelphia 1, Penn. 





THE NATIONAL FOUNDATION FOR INFANTILE 
PARALYSIS, INC. 


The newly produced motion picture, “A New 
Horizon,” filmed by RKO-Pathe for The National 
Foundation for Infantile Paralysis and approved 
by the American College of Surgeons, is now avail- 
able for the medical profession. The film depicts a 
complete physical therapy department and shows 
the way in which it is utilized in the modern hos- 
pital. 

The 16 mm. sound prints of this film can be se- 
cured on a loan basis or purchased, the price being 
$21.00. Address The National Foundation for In- 


fantile Paralysis, 120 Broadway, New York 5, N. Y. 





Renal Hypertension. By Eduardo Braun- 
Menendez, Juan Carlos Fasciolo, Luis F. 
Leloir, Juan M. Munoz and Alberto C. 
Taquini of the Institute of Physiology, 
Faculty of Medical Sciences and Institute 
of Cardiology, V. F. Greg Foundation, 
Buenos Aires, Argentina. Translated by 
Lewis Dexter, M.D. 451 pages with 93 fig- 
ures. Price, $6.75. Springfield, Illinois: 
Charles C. Thomas, 1946. 

When Dr. Harry Goldblatt and his collaborators 
found a method by which hypertension could be 
produced in animals, he redirected the attention of 
the medica! world to the problem of hypertension. 
This discovery was made in 1934. The renewed in- 
terest in hypertension which it created is reflected 
in the medical literature by the large number of 
papers dealing with the subject. This monograph 
represents the attempt to summarize the accom- 
plishments of these investigations of the past dec- 
ade. 

The book deals in a general manner with the vari- 
ous types of hypertension, but goes into detail re- 
garding increased blood pressure arising as the re- 
sult of renal ischemia. The first portion of the book 
is devoted to a consideration of the experimental 
production of the condition. Pathologic physiology 
and anatomy are discussed. The “renin plus hyper- 
tensinogen equals hypertensin” concept is fully elab- 
orated. Detailed treatment is accorded each of the 
factors entering into the equation. Accessory sub- 
stances are considered. The second portion of the 
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book is concerned with human hypertension, and in- 
cludes sections on classification, mechanism, and 
treatment. The relation between human and experi- 
mental hypertension is taken up in the last portion 
of the book. A comprehensive bibliography of some 
1238 articles is appended. 

Renal Hypertension is an excellent monograph. 
The reader is afforded an authoritative, comprehen- 
sive, and yet readable summary of the present stat- 
us of this important problem. The authors are to be 
congratulated on their abilities to sift the work, 
some of it their own, and present it in an almost 
unbiased manner. The style is free and each section 
is followed by a summary. The publishers have 
turned out another example of their usual fine work- 
manship. 





Practical Malariology. Prepared under the 
Auspices of the Division of Medical Scien- 
ces of the National Research Council. Paul 
F. Russell, M.D., M.P.H., Colonel, M.C., 
A.U.S., Parasitology Divn., Army Med. Sch. 
Field Staff, Internl. Health Divn., Rocke- 
feller Foundation (on leave); Luther S. 
West, Ph.D., Head of Biology Dept., North- 
ern Michigan College of Education. Major, 
Sn.C., A.U.S. (Reserve); Formerly Ento- 
mologist, Parasitology Division, Army 
Medical School; Reginald D. Manwell, 
Sc.D., Professor of Zoology, Syracuse Uni- 
versity, New York. Formerly Captain, 
Sn.C., A.U.S., Protozoology Section, Para- 
sitology Division, Army Medical School. 
Foreword by Raymond B. Fosdick, Presi- 
dent of The Rockefeller Foundation. 684 
pages, 238 illustrations, 8 in color. Price, 
$8.00. Philadelphia and London: W. B. 
Saunders Company, 1946. 

This volume of 684 pages, prepared under the 
auspices of the Division of Medical Sciences of the 
National Research Council. was published as one of 
the series of Military Medical Manuals. As the 
authors point out in the preface, it was “written 
primarily from the standpoint of civilian needs. It 
is, therefore, not a military manual in a restricted 
sense.” 

This book is unique in its field. In the textual dis- 
cussion and by reference to critically chosen source 
material it provides essential information to every- 
one interested in or concerned with malaria, be he 
clinician, public health worker, entomologist, proto- 
zoologist, sanitary engineer or the more casual 
reader who desires to familiarize himself with the 
manifold ramifications of the broad field of malari- 
ology. The literary style is as excellent as the scien- 
tific content; the result is a text of unusual interest, 
value and readability. 

The book is arranged in six well-balanced sec- 
tions: the parasite. the mosquito, the man, the com- 
munity, prophylaxis and control, and a brief section 
on therapeutic malaria. Detailed keys to the anoph- 
elines of the world and tables of equivalents are in- 
cluded as appendices. An excellent index provides 
easy and rapid reference. The volume is profuselv 
illustrated, and the illustrations are informative and 
well chosen. 

The universal usefulness of the manual is per- 
haps its outstanding feature. In the section on the 
parasite there is, in addition to the descriptions of 
morphology, physiology and life cycles, much of 
value for the laboratory research worker. The sec- 
tion on the malaria vectors provides in tabular form 
the geographic distribution of important anophelines 
and the characteristic habitats of the different 
species. It also contains much of great value to the 
laboratory worker, including mounting techniques 
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and management of insectaries for the laboratory 
rearing of mosquitoes. The discussion of the clinical 
phenomena of malaria in man is clear, concise, and 
sufficiently complete; and the discussion of therapy 
is critical and completely up to date. The presenta- 
tion of the epidemiology of malaria and the prob- 
lems of prophylaxis and control, for both civilian 
and military populations, is a splendid exposition of 
current knowledge gleaned in many parts of the 
world. The descriptions of various control measures 
and the evaluation of their limitations and useful- 
ness make this section invaluable for the individual 
engaged in malaria control operations. 

This volume cannot be too highly recommended 
to all who are interested in the diverse problems 
presented by malaria, “the greatest single threat 
to human health” when the world as a whole is 
considered, 





Muscle Testing—Techniaues of Manual Ex- 
amination. By Lucille Daniels, M.A., Di- 
rector and Associate Professor of Physical 
Therapy. Stanford University; Marian Wil- 
liams, M.A., Assistant Professor of Physi- 
cal Therapy, Stanford University; and 
Catherine Worthingham. M.A., Director of 
Professional Education. The National Foun- 
dation for Infantile Paralysis, Inc. De- 
signed and Illustrated by Harold Black with 
349 Diagrammatic Line Drawings. 189 
pages. Price, $2.50. Philadelphia and Lon- 
don: W. B. Saunders Company, 1946. 

In this book the authors have correlated all the 
methods of testing muscles since Dr. Robert W. 
Lovett originated the gravity tests in 1912, and 
have worked out a practical method of testing the 
prime movers in relation to the principal joints of 
each segment of the body. Gravity and resistance 
are still used as the basis for manual testing, but 
muscle spasm, contractures, and other factors pro- 
hibiting the full are of motion in certain instances 
are also recognized. 

The muscle chart which is supplied by the Nation- 
al Foundation for Infantile Paralysis for early 
muscle testing is used. The authors give, for each 
joint of the body, the origin, insertion, nerve supvly, 
range of motion, factors limiting motion, fixation 
and accessory muscles of all the muscles which are 
prime movers of that joint, and the positions for 
testing these muscles from trace to normal. 


This volume is superior to previous books on the 
subject in that the writers have utilized the experi- 
ence gained by other systems of muscle testing, and 
have worked out a plan by which physical theranp- 
ists in different parts of the country can obtain 
fairly constant and accurate muscle evaluations. 
Each testing position is well illustrated, so that the 
beginner should have little trouble with her first 
experiences in muscle testing without supervision. 
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Blank spaces are left for the experienced therapist 
to add her own notes. 

This is a valuable book, not only for doctors and 
physical therapists, but also for occupational thera- 
pists, physical educators, and anatomy instructors 
in medical schools in teaching kinesiology. It is the 
best illustrated and most compact book that has 
been published on the technique of manual exami- 
nation and proper evaluation of muscle strength. 





Iu Memoriam 


PAUL PRESSLY McCAIN, M.D. 


Mr. Chairman and members of the North Carolina 
Medical Care Commission, the pale horse and his 
rider have passed this way and another light has 
gone out. North Carolina lost an outstanding and 
valuable citizen and the medical profession one of 
its most distinguished members in the sudden, 
tragic, and untimely death of Paul Pressly McCain 
on November 25, 1946. 


Doctor McCain was a man of unusual ability, en- 
thusiasm, inquisitive mind, and great _ intellect 
coupled with a sincere desire to render altruistic 
service to his fellowmen. He occupied a very high 
place in the esteem of those who worked with him 
and knew him well. 

His stewardship as superintendent of the state’s 
tuberculosis hospitals and the great interest he man- 
ifested in his patients over many years was respon- 
sible primarily for a great reduction in mortality 
and morbidity rates from tuberculosis in the state of 
North Carolina. That his people were acutely con- 
scious of his great contributions is attested by the 
fact that he was signally honored by his profession 
and his state a number of times. 


As a vublic-svirited citizen, he was always willing 
and anxious to help with any program which seemed 
to be for the best interests of his veople. It was on 
a mission of service to his profession and his state 
that the catastrophe came which ended his career. 


A devoted husband and father; a kind, generous, 
and understanding friend; a Christian gentleman 
has gone from among us. To have known and been 
associated with him was a benediction. The world is 
better as a result of his having passed this way. We 
shall not soon forget him. The results of his splen- 
did service to humanity and the influence of his 
inspiring personality and life will live on. 

Be it resolved that this tribute be made a part 
of the permanent record of the North Carolina 
Medical Care Commission and that a copy be sent 
to Mrs. McCain and to the Secretary of the Medical 
Society of the State of North Carolina. 

Respectfully submitted, 


FRED C. HUBBARD, M.D. 
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Soften dry skin with AR-EX CHAP CREAM! 
Contains carbonyl! diamide, shown in hos- 
pital test to make skin softer, smoother, 
and even whiter! Archives of Derm. and 
S., July, 1943. FREE SAMPLE. 
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